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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK. 


Organization. 


By  an  act  of  the  Legislature  passed  in  1806  the  Medical  Society  of  the 
State  of  New  York  is  organized  as  follows  : 

The  Society  is  composed  of  delegates,  permanent  and  honorary  members. 

Delegates  are  sent  by  county  medical  societies,  certain  medical  colleges, 
incorporated  voluntary  medical  societies,  and  by  the  New  York  Academy  of 
Medicine.  Each  county  medical  society  is  entitled  to  five  delegates  to  each 
Assembly  district  in  said  county ;  incorporated  medical  colleges  and  in- 
corporated voluntary  medical  societies,  which  are  admitted  to  representa- 
tion, are  entitled  to  one  delegate  each,  and  the  New  York  Academy  of 
Medicine  to  five  delegates.  No  one  can  be  admitted  as  a  delegate  who  is 
not  a  member  of  a  county  medical  society.  County  medical  societies  are 
required  by  the  by-laws  to  pay  to  the  Treasurer,  for  the  use  of  the  Society, 
five  dollars  annually  for  each  Assembly  district  in  the  county  and  the 
other  organizations  the  same  for  each  delegate  they  are  entitled  to  send ;  and 
no  delegate  is  permitted  to  inscribe  his  name  in  the  register,  at  the  annual 
meeting,  until  the  dues  against  the  organization  he  represents  have  been 
paid.  Delegates  are  elected  for  a  term  of  three  years,  and  as  nearly  as 
possible  one-third  of  the  whole  number  is  elected  annually.  The  following 
shows  the  number  of  delegates  to  which  each  organization  is  entitled  and 
when  the  present  delegations  become  vacant : 

Vacant  January  22, 1902.  Genesee,  5 ;  Livingston,  5 ;  Montgomery,  5 ; 
New  York,  175  ;  Oneida,  15 ;  Orleans,  5  ;  Oswego,  10 ;  Schuyler,  5  ;  Seneca,  5  ; 
Wyoming,  5;  Yates,  5;  College  of  Physicians  and  Surgeons  of  New  York, 
1 ;  Long  Island  College  Hospital,  1 ;  Medical  Department  of  University  of 
Buffalo,  1 ;  College  of  Medicine,  Syracuse  University,  1 ;  The  University 
and  Bellevue  Hospital  Medical  College,  1 ;  New  York  Post-Graduate  Medi- 
cal School  and  Hospital,  1 ;  Kochester  Pathological  Society,  1 ;  Society  of 
Physicians  of  Canandaigua,  1 ;  Practitioners'  Society  of  Rochester,  1 ;  Utica 
Medical  Club,  1. 

Vacant  January  22,  1903.  Albany,  20 ;  Cattaraugus,  10 ;  Cayuga,  10  ; 
Chemung,  5  ;  Dutchess,  10  ;  Essex,  5 ;  Fulton,  5  ;  Greene,  5  ;  Jefferson,  10  ; 
Lewis,  5  ;  Monroe,  20 ;  Niagara,  10 ;  Onondaga,  20 ;  Orange,  10  ;  Otsego,  5  ; 
Putnam,  5;  Queens-Nassau,  15  ;  Rensselaer,  15 ;  Richmond,  5  ;  Schenectady, 
5;  Schoharie,  5;  Steuben,  10;  Tioga,  5;  Tompkins,  5 ;  Warren,  5 ;  West- 
chester, 15 ;  New  York  Academy  of  Medicine,  5 ;  Albany  Medical  College, 
1 ;  New  York  Polyclinic,  1  ;  Elmira  Academy  of  Medicine,  1 ;  Syracuse 
Academy  of  Medicine,  1 ;  Long  Island  Medical  Society,  1. 

Vacant  January' 22,  1904.  Allegany,  5;  Broome,  10;  Chautauqua,  10 
Chenango,  5  ;  Clinton,  5  ;  Columbia,  5 ;  Cortland,  5  ;  Delaware,  5;  Erie,  40 
Franklin,  5  ;  Herkimer,  5  ;  Kings,  105  ;  Ontario,  5  ;  Madison,  5  ;  Rockland 
5 ;  St.  Lawrence,  10 ;  Saratoga,  5  ;  Suffolk,  10 ;  Sullivan,  5 ;  Ulster,  10 
Washington,  5 ;  Wayne,  5  ;  Medical  Association  of  Northern  New  York,  1 
Amsterdam  Medical  Society,  1 ;  Medical  Association  City  of  Mt.  Vernon 
and  Environs,  1 ;  Utica  Medical  Library  Association,  1 ;  West  End  Medical 
Society  of  the  City  of  New  York,  1. 

Permanent  Members  are  elected  at  the  annual  meetings  of  this  Society, 
the  names  of  those  eligible  being  presented  by  the  Secretary  upon  applica- 
tion.    Eligibility  to  permanent  membership  is  secured  by  service  as  a  dele- 
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2  ORGANIZATION. 

gate  for  three  years,  and  attendance  and  registry  as  such  upon  at  least  two 
annual  meetings  of  this  Society.  Permanent  members-elect  must  be  active 
members  of  their  county  societies.  Permanent  members  on  election  pay  an 
initiation  fee  of  five  dollars  in  addition  to  the  annual  dues  of  five  dollars ; 
failure  to  pay  the  initiation  fee  within  one  year  after  election  renders  the 
election  void.  No  permanent  member  is  allowed  to  inscribe  his  name  in 
the  register,  at  the  meetings  of  the  Society,  who  has  not  paid  his  dues  for 
that  year,  and  all  arrearages ;  all  annual  dues  are  payable  at  the  beginning 
of  the  session  of  the  annual  meeting  of  the  Society.  Only  delegates  and 
permanent  members  whose  names  are  inscribed  in  the  register  are  entitled 
to  vote  at  the  meetings  of  the  Society. 

Honorary  Members.  This  Society  may,  at  the  annual  meeting,  elect 
eminent  physicians  from  other  States,  or  from  foreign  countries,  as  honorary 
members.  They  must  have  been  nominated  at  a  previous  annual  meeting, 
and  those  elected  shall  not  exceed  two  in  number  in  any  year. 

Members  by  Invitation.  The  Society  may  invite  physicians  who  are 
present  at  any  meeting  to  take  seats  as  guests,  but  no  physician  of  this  State 
shall  be  so  invited  who  is  not  a  member  of  a  county  medical  society  entitled 
to  representation  in  this  Society. 

Honorary  members  and  invited  guests  have  the  privilege  of  a  seat  in  the 
meetings,  and  of  presenting  papers,  and  of  taking  part  in  discussions,  but 
they  shall  not  vote  on  any  question  nor  be  eligible  to  any  office.  Papers 
presented  by  them  require  a  special  vote  by  the  Society,  of  reference  to  the 
Committee  on  Publication,  in  order  to  appear  in  the  published  Transactions. 

The  Annual  Meetings  of  this  Society  are  held  in  the  city  of  Albany, 
on  the  last  Tuesday  in  January  in  each  yeai,  and  other  meetings  at  such 
time  and  place  as  may  be  determined  by  a  majority  of  the  Society  convened 
at  any  legal  meeting.  Fifteen  members  constitute  a  quorum  for  the  trans- 
action of  business. 

The  State  is  divided  into  eight  Districts,  following  the  lines  of  the  eight 
Judicial  Districts,  and  each  district  through  the  members  present  at  an 
annual  meeting  elects  a  member  of  the  Committee  of  Nomination. 
The  Districts  are  as  follows : 

First  District. — New  York  County. 

Second  District. — Kings,  Queens,  Suffolk,  Kichmond,  Westchester,  Rock- 
land, Putnam,  Orange,  Dutchess  Counties. 

Third  District. — Albany,  Rensselaer,  Schoharie,  Greene,  Columbia,  Ulster, 
Sullivan  Counties. 

Fourth  District.— ^t.  Lawrence,  Franklin,  Clinton,  Essex,  Hamilton  and 
Fulton,  Montgomery,  Schenectady,  Saratoga,  Warren,  Washington  Counties. 

Fifth  District. — Onondaga,  Oneida,  Herkimer,  Oswego,  Lewis,  Jefferson 
Counties. 

Sixth  District. — Otsego,  Delaware,  Madison,  Chenango,  Cortland,  Tomp- 
kins, Schuyler,  Chemung,  Tioga,  Broome  Counties. 

Seventh  District. — Monroe,  Wayne,  Cayuga,  Seneca,  Yates,  Ontario,  Liv- 
ingston, Steuben  Counties. 

Eighth  District.—  Erie,  Niagara,  Orleans,  Genesee,  Wyoming,  Allegany, 
Cattaraugus,  Chautauqua  Counties. 


OFFICERS  AND  COxMMITTEES. 

Elected  January  31,  1901. 


PRESIDE2fT. 

HENRY  L.  ELSNER,  Syracuse. 

VICE-PRESIDENT. 

LOUIS  N.  LANEHART.  Hempstead. 

SECRETARY. 

FREDERIC  C.  CURTIS,  Albany. 

TREASURER. 

O.  D.  BALL,  Albany. 

COMMITTEE   OF   ARRANGEMENTS. 

Herman  Bendell,  Albany.  T.  H.  Halstead,  Syracuse. 

William  J.  Nellis,  Albany.  Reynold  W.  Wilcox,  New  York. 

Arthur  G.  Root,  Albany. 

committee  on  by-laws. 
H.  D.  Wey,  Elmira.  Nathan  Jacobson,  Syracuse. 

F.  C.  Curtis,  Albany. 

COMMITTEE   ON   HYGIENE. 

Henry  R.  Hopkins,  Buffalo.  J.  M.  Mosher,  Albany, 

George  B.  Fowler,  New  York.        J.  L,  Heffron,  Syracuse. 
M.  A.  Veeder,  Lyons.  John  H.  Pryor,  Buffalo. 

J.  ]\I.  Van  Cott,  Brooklyn. 

committee  on  legislation. 
Frank  Van  Fleet,  Chairman  and  also  Associate  Secretary. 
Arthur  G.  Root,  Albany.  Ernest  Wende,  Buffalo. 

committee  on  ethics. 
George  McNaughton,  Brooklyn.        Lewis  A.  Weigel,  Rochester. 
T.  Z.  Jones,  Waterville. 

committee  on  prize  essays. 
A.  Jacobi,  New  York.  A.  Vander  Veer,  Albany. 

^^^  William  C.  Krauss,  Buffalo. 

committee  of  publication. 
F.  C.  Curtis,  Albany.  Daniel  Lewis,  New  York. 

Wm.  Warren  Potter,  Buffiilo.         0.  D.  Ball,  Albany. 


MEMBERS  IN  ATTENDANCE  AT  THE  ANNUAL  MEETING 

OF  1901. 


Delegates. 


Albany  County — W.  H.  Happel,  Geo.  S.  Munson,  Leo  H.  Neuman, 
Albany ;  J.  H.  Mitchell,  Cohoes. 

Broome  County — Frank  W.  Sears,  Binghamton. 

Cayuga  County — Benj.  I.  C.  Buckland,  Frederick  Sefton,  Auburn. 

Chemung  County  -J.  W.  Gee,  Van  Etten. 

Chenango  County — Eobert  H.  Phelps,  Norwich. 

Clinton  County — M.  D.  Briggs,  Champlain. 

Columbia  County — C.  G.  Eossman,  Hudson. 

Dutchess  County — John  H.  Doughty,  Matteawan ;  Charles  W.  Pilgrim, 
Poughkeepsie. 

Erie  County — A.  L.  Benedict,  Wm.  G.  Bissell,  Walter  D.  Greene,  Arthur 
W.  Hurd,  Irving  M.  Snow,  Buffalo;  J.  G.  Thompson,  Angola. 

Franklin  County — C.  A.  Hastings,  E.  Constable. 

Fulton  County — Wm.  A.  Wood,  Gloversville. 

Greene  County — E.  C.  Van  Dusen,  Athens. 

Herkimer  County — Wm.  E.  Hayes,  Frankfort. 

Jefferson  County — Gilbert  Cannon,  Watertown. 

Kings  County — Charles  Bowman  Bacon,  Wm.B.  Brinsmade,  Wm.  Francis 
Campbell,  Edward  E.  Cornwall,  Wm.  F.  Dudley,  Homer  E.  Fraser,  Chas. 
H.  Goodrich,  James  Cole  Hancock,  Alexander  C.  Howe,  Clarence  Regi- 
nald Hyde,  Ralph  H.  Pomeroy,  Warren  S.  Shattuck,  Jr.,  John  R.  Stivers, 
Brooklyn. 

Lewis  County — S.  H.  Murphy,  Glenfield ;  P.  H.  Von  Zierolshofen,  Croghan 
(alternate). 

Madison  County — Jas.  F.  Huntley,  Oneida. 

Monroe  County — Wm.  L.  Conklin,  E.  B.  Potter,  W.  D.  Wolif,  Rochester. 

Montgomery  County — H.  L.  Furbeck,  St.  Johnsville. 

New  York  County — John  W.  Brannan,  A.  Edward  Davis,  Rowland  G. 
Freeman,  Eugene  Fuller,  J.  E.  Kelly,  Wm.  M.  Leszynsky,  James  F. 
McKernon,  A.  E.  Macdonald,  Francis  H.  Markoe,  Lewis  K.  Neff,  Edward 
Sprague  Peck,  James  Pedersen,  George  G.  Ward,  Jr.,  Fred.  Whiting,  New 
York  City. 

Niagara  County — Walter  A.  Scott,  Niagara  Falls. 

Oneida  County — E.  M.  Hyland,  Utica ;  T.  Z.  Jones,  Waterville ;  Thos. 
P.  Scully,  Rome. 

Onondaga  County — J.  H.  Burch,  Baldwinsville ;  W.  C.  Kellogg,  G.  M. 
Price,  Syracuse. 

Oswego  County — Charles  J.  Bacon,  Fulton. 

Queens-Nassau  County — W.  H.  Zal3riskie,  Glen  Cove. 

Rensselaer  County — George  C.  Meredith,  C.  Howard  Travell,  Troy. 

Richmond  County — Edward  D.  Wisely,  Port  Richmond. 

St.  Lawrence  County — W.  Mabon,  Ogdensburg. 

Schenectady  County — Alexander  Ennis,  Patterson ville. 

Steuben  County — Edwin  J.  Carpenter,  Corning. 

Sullivan  County — Wm.  S.  Webster,  Liberty. 
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lompkins  County — Luzerne  Coville,  Ithaca. 

Westchester  County — M.  W.  Barnum,  Sing  Sing;  J.  F.  Hunter,  Mamaro- 
neck;  Daisy  M.  Orleman,  Peekskill. 

New  York  Academy  of  Medicine— horns  F.  Bishop,  Egbert  Le  Fevre,  New 
York  City. 

JVeio  York  Polyclinic ;  also  West  End  Medical  Society  of  New  York — R.  H. 
Dawbarn,  New  York  City. 

College  of  Medicine,  Syracuse  University — George  B.  Broad,  Syracuse. 

Utica  Medical  Chib—lsl.  J.  Davies,  Utica. 

Utica  Medical  Library  Association — F.  H.  Brewer,  Utica. 
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MINUTES  OF  THE  PROCEEDINGS 

OF   THE 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK, 

AT  ITS  NINETY-FIFTH  ANNUAL  SESSION, 

HELD   AT 

ALBANY,  JANUARY  29,  30,  and  31,  1901. 


First  Day. — Morning  Session. 

The  President,  Dr.  A.  M.  Phelps,  of  New  York  City,  called  the 
meeting  to  order  on  January  29,  1900,  at  9.45  a.m.,  in  the  Common 
Council  chamber  of  the  City  Hall,  Albany,  and  the  exercises  were 
opened  with  prayer  by  the  Rev.  Frank  Richard  Morris,  of  Albany. 

The  President  then  delivered  his 

Inaugural  Address. 

Gentlemen  :  I  little  thought  when  I  was  elected  to  the  presidency 
of  this  Society  that  it  involved  so  great  a  responsibility.  To  arrange, 
after  consultation  with  its  permanent  members,  for  the  future  pro- 
gramme and  devise  ways  and  means  for  the  best  interest  of  the 
Society  and  its  members  ;  to  shape  its  course  and  assist  in  guiding  it,  if 
possible,  to  a  higher  and  grander  field  of  usefulness ;  to  co-operate 
with  the  Legislative  Committee  and  members  of  the  Legislature,  spend- 
ing days  or  even  weeks  in  combating  vicious  medical  bills,  calls  forth 
all  the  energy  that  any  man  possesses. 

1.  The  Legislative  Committee  has  done  its  work  well.  It  has  suc- 
cessfully combated  hundreds  of  medical  bills  the  passage  of  which 
would  have  been  a  serious  menace  to  medical  education,  the  practice 
of  medicine  in  this  State,  and  the  welfare  and  health  of  the  people 
intrusted  to  the  care  of  our  profession.  After  passing  through  this 
cyclone  and  observing  personally  the  Avork  which  has  been  performed 
by  the  Legislative  Committee,  the  Chair  recommends  that  a  salary  of 
five  hundred  dollars  be  paid  to  the  chairman  of  that  committee,  who 
shall  be  the  Assistant  Secretary  of  the  Society  and  reside  in  New  York. 
The  work  is  so  laborious  and  takes  so  much  time  that  it  will  be  found 
difficult  to  secure  a  suitable  man  for  the  position  who  will  willingly 
sacrifice  his  time  without  a  remuneration  and  do  the  work  as  it  should 
be  done. 
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2.  In  view  of  the  recommendatious  which  have  already  been  made, 
w^e  can  readily  see  that  the  work  of  the  Secretary  is  going  to  be  very 
greatly  increased.  It  will  involve  a  great  amount  of  correspondence 
and  work,  and,  in  the  opinion  of  the  Chair,  more  than  any  one  secretary 
can  attend  to  with  all  his  other  duties :  The  visiting  of  county 
societies,  the  organizing  of  new  societies,  and  then,  again,  the  organ- 
izing of  a  committee  made  up  of  representatives  from  each  county 
society  to  devise  ways  and  means  to  keep  up  interest  in  the  Medical 
Society  and  make  recommendations  to  the  Society  for  its  welfare. 
The  arranging  for  the  semi-annual  and  annual  meetings  involves  a 
great  amount  of  time  and  correspondence.  The  New  York  Academy 
of  Medicine  and  many  medical  societies  have  their  secretaries  and 
corresponding  secretaries,  and  the  Chair  recommends  that  a  new 
office  be  created,  known  as  Corresponding  Secretary,  who  shall  be  the 
chairman  of  the  Legislative  Committee  and  co-operate  with  the  Sec- 
retary of  this  Society.  To  establish  the  office  of  Assistant  Secretary, 
to  be  located  in  New  York,  will  require  an  amendment  to  our  Con- 
stitution and  By-laws,  which  should  be  presented  before  the  Corre- 
sponding Secretary  is  elected. 

3.  The  New  York  State  Medical  Society  was  organized  in  1806, 
and  its  membership  consisted  of  permanent  members  and  delegates. 
One  delegate  was  chosen  from  each  Assembly  district  in  the  State, 
who  served  three  years,  when  he  became  eligible  to  membership. 
The  idea  was  to  keep  the  membership  of  the  Society  to  a  limited 
number,  knowing  that  a  large,  unwieldy  body  was  not  satisfactory. 
In  those  days  this  Society,  together  with  its  county  branches,  regu- 
lated the  practice  of  medicine  in  the  State  and  had  the  power  to 
grant  and  revoke  licenses.  Therefore,  w^e  can  see  the  wisdom  of  the 
plan ;  but  since  many  of  these  responsibilities  have  been  assumed  by 
the  Legislature  there  is  no  reason  why  its  membership  should  not  be 
increased.  Practising  in  this  Empire  State  are  more  than  thirteen 
thousand  doctors,  or  one-eighth  of  the  entire  profession  of  the  L^nited 
States. 

There  has  been  some  dissatisfaction  in  the  county  societies  on 
account  of  the  limited  number  of  delegates.  For  instance,  in  some  of 
the  counties,  with  a  membership  of  forty  or  fifty,  only  one  delegate 
is  permitted,  and  the  life  of  man  is  not  sufficiently  long  for  all  to 
become  members  of  the  New  York  State  Medical  Society.  It  is  for 
this  reason  that  the  Chair  recommends  that  the  same  plan  of  repre- 
sentation shall  be  followed,  but  instead  of  one  delegate  being  elected 
to  serve  three  years,  as  at  present,  we  will  ask  the  county  societies 
to  send  two  delegates  each  year,  their  term  of  membership  being  one 
year  instead  of  three,  and  delegates  already  elected  will  become  eligible 
after  one  year's  attendance.  This  will  increase  the  membership  of 
the  Society  to  fifteen  hundred  in  the  next  three  years.  Certainly 
a  Society  representing  so  large  and  important  a  portion  of  the  profes- 
sion of  the  United  States  ought  to  have  from  two  to  three  thousand 
members.  This  will  enable  us  to  divide  the  Society  into  sections  for 
special  scientific  work. 

4.  Since  the  organization  of  this  Society  it  has  always  held  its 
annual  meetings  in  Albany  at  the  time  of  the  meeting  of  the  Legisla- 
ture, for  obvious  reasons.     Medical  legislation  can  better  be  looked 
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after  and  combated  or  indorsed  by  the  Society  in  session  at  that  time. 
This  is  right  and  should  never  be  changed ;  but  after  the  Society 
adjourns  but  little  is  heard  of  it  until  the  following  fall,  when  the 
announcement  programme  of  the  coming  meeting  is  sent  to  its  mem- 
bers. From  this  one  fact  a  lack  of  continued  interest  may  manifest 
itself,  and  this  can  be  overcome  by  having  a  semi-annual  meeting,  to 
be  held  in  one  of  the  great  cities  of  the  first  class  of  this  State,  in 
the  early  autumn.  This  semi-annual  meeting  should  be  of  a  scientific 
and  social  character  only.  All  business  should  be  transacted  at  the 
annual  meeting,  as  has  heretofore  been  done ;  and  the  Chair  recom- 
mends that  a  resolution  be  offered  to  this  end. 

5.  It  was  the  opinion  of  the  Chair  that  a  medical  bill  of  some 
description  which  could  be  agreed  upon,  defining  the  practice  of 
medicine  in  this  State,  should  be  presented  to  the  Legislature.  A 
bill  of  this  kind  has  been  introduced  at  the  instance  of  the  Committee 
on  Legislation,  a  copy  of  which  has  been  forwarded  to  me.  A  resolu- 
tion unanimously  adopted  by  the  State  Society  indorsing  this  bill,  and 
requesting  the  Legislature  to  pass  it  and  the  Governor  to  sign  it, 
should  be  introduced. 

6.  Recent  decisions  in  cases  of  malpractice  suits  brought  against 
hospitals  have  been  decided  against  the  latter  on  the  ground  that  any 
hospital  that  treats  patients  for  pay,  and  has  private  rooms  Avhere 
private  patients  are  treated,  is  the  principal  defendant.  This  is  right. 
The  surgeon  is  simply  the  agent  of  the  hospital,  and  very  grave  injus- 
tices have  been  done  to  faithful  surgeons  and  doctors  on  account  of 
the  neglect  of  some  of  the  internes  or  nurses,  and  to  my  knowledge 
such  men  have  been  prosecuted  for  malpractice,  the  hospitals  have 
turned  their  backs  on  them,  and  they  have  been  mulcted  in  large 
sums.  Now  this  bill,  introduced  by  Senator  Grady,  is  vicious  and 
should  be  defeated,  and  the  Chair  recommends  that  this  Society 
should  pass  a  resolution  asking  the  Legislature,  through  the  Legisla- 
tive Committee,  to  defeat  it,  and,  in  the  event  of  its  passage,  the 
Governor  to  veto  it.  It  is  to  be  hoped  that  the  Legislative  Committee 
w411  take  the  matter  in  hand  and  see  that  this  piece  of  vicious  legisla- 
tion is  defeated. 

7.  We  have  in  this  country  a  great  many  very  important  societies. 
Some  of  the  most  important  are  the  Mississippi  Valley  Association, 
the  Medical  Society  of  the  Pacific  Slope,  the  Tri-State  Medical 
Society,  of  which  Virginia,  North  Carolina,  and  South  Carolina  are 
members.  I  would  suggest  that  a  committee  be  appointed  to  devise 
a  plan  for  the  organization  of  a  medical  society  to  be  known  as  the 
Atlantic  Coast  Society,  w^hich  may  include  Maine,  Massachusetts, 
Rhode  Island,  New  Hampshire,  Connecticut,  New^  York,  New  Jersey, 
Pennsylvania,  Delaware,  and  other  maritime  States,  in  the  discre- 
tion of  the  committee.  Some  other  name  might  be  more  appropriate 
and  ari^^isable.  The  committee  should  be  given  a  free  hand  in  this 
organization.  This  will  bring  the  Northern  States  on  the  Atlantic 
Coast  together,  precisely  as  the  Pacific  States  are,  and  the  States  of 
the  Mississippi.  This  society  can  meet  in  the  different  States  either 
in  the  summer  or  in  the  winter,  all  of  which  can  be  arranged  by  the 
committee. 

8.  My  attention  has  been  called  to  the  tenement-house  abuse  in  the 
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city  of  New  York  by  the  President  of  the  Medical  Society  of  the 
County  of  New  York.  The  Chair  recommends  that  the  action  of  the 
Tenement-house  Committee  in  securing  proper  legislation  be  indorsed 
by  this  Society. 

Since  we  met  last  year  there  have  passed  av/ay  five  honorary  mem- 
bers and  twelve  permanent  members  of  the  Society.  Among  the 
honorary  members  I  observe  the  names  of  J.  M.  Da  Costa  and  Alfred 
Stille,  of  Philadelphia,  and  among  the  permanent  members  the  names 
of  Lewis  A.  Sayre,  William  Manlius  Smith,  Langdon  Carter  Gray, 
Henry  D.  Noyes,  and  Horace  Tracy  Hanks. 

William  Manlius  Smith  was  Secretary  of  the  Society  for  a  great 
many  years,  and  members  who  remember  him  well  will  learn  of  his 
death  with  sorrow. 

Horace  Tracy  Hanks,  for  years  Professor  of  Gynecology  in  the 
New  York  Post-Graduate  Hospital,  was  one  of  the  pioneers  in  this 
country  in  gynecological  surgery.  His  invention  of  instruments  and 
devising  of  operations  made  him  a  conspicuous  light  in  the  profession. 

Henry  D.  Noyes  was  the  peer  of  any  ophthalmologist  that  America 
has  ever  produced,  and  his  demise  is  a  loss  to  the  profession. 

Dr.  Lewis  A.  Sayre,  father  of  orthopedic  surgery  in  America — the 
pioneer  of  all  that  is  and  much  that  will  be,  the  greatest  figure  that 
has  ornamented  our  profession  during  the  past  century — has  passed 
away.  Sayre  was  a  diamond  in  the  rough,  but  underneath  all  he 
possessed  the  finer  qualities  of  a  gentleman  and  the  tenderness  of  a 
woman,  and  he  was  generous  to  a  fault.  I  believe  that  in  the  cen- 
turies to  come  his  name  will  appear  in  the  literature  of  medicine  as 
conspicuously  as  that  of  any  surgeon  who  ever  lived.  There  are 
none  alive  to  take  his  place.  There  are  many  imitators,  and  few 
perhaps  w^lio  may  advance  beyond  the  point  Avhere  he  laid  down  his 
work. 

Gentlemen,  I  have  been  as  brief  as  possible.  I  hope  I  have  not 
taken  too  much  of  your  time. 

The  address,  with  the  recommendations  contained  in  it,  was  referred 
to  the  following  committee :  William  S.  Ely,  of  Rochester ;  A.  Van- 
der  Veer,  of  Albany  ;  D.  B.  St.  John  Roosa,  of  New  York. 

The  Prf:sident  announced  the  following  committees : 

Business  Committee:  Frank  Van  Fleet,  New  York ;  J.  B.  Ransom,  Danne- 
mora;  F.  H.  Parker,  Auburn. 

Committee  on  Credentials:  O.  D.  Ball,  Albany;  Henry  S.  Stearns,  New 
York ;  Charles  E.  Davis,  Albany. 

Committee  on  Nominating  Candidates  for  Vacancies  on  the  State  Board  of 
Medical  Examiners :  D.  B.  St.  John  Roosa,  New  York;  Willis  G.  Mac- 
donald,  Albany ;  John  0.  Roe,  Rochester ;  Henry  R.  Hopkins,  Buffalo ; 
Nathan  Jacobson,  Syracuse. 

The  list  of  applicants  for  permanent  membership  was  read,  and 
was  referred  under  the  rules  to  the  Committee  of  Nomination. 

The  Secretary  presented  the  report  of  the  Committee  of  Publica- 
tion, which  was  accepted.     [See  Reports.] 
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Dr.  George  McNaughton  presented  the  following : 

Your  Committee  on  Ethics  respectfully  report  that  it  has  received  appli- 
cation for  representation  from  the  following  incorporated  voluntary  medi- 
cal societies:  "The  Gloversville  and  Johnstown  Medical  Association," 
"The  Associated  Physicians  of  Long:  Island,"  "The  German  Medical 
Society  of  Brooklyn,"  and  "The  West  End  Medical  Society  of  New  York." 

Y'our  committee  in  considering  these  applications  has  tried  to  act  in  strict 
conformity  with  Section  2,  Chapter  I.,  of  the  By-laws  of  this  Society,  and 
would  recommend  the  admission  of  delegates  as  follows : 

One  from  the  Gloversville  and  Johnstown  Medical  Association,  to  be  ad- 
mitted next  year  (1902),  as  this  society  will  not  have  been  in  existence  the 
required  two  years  until  that  date ;  one  from  the  Associated  Physicians  of 
Long  Island  and  one  from  the  German  Medical  Society  of  Brooklyn,  each 
to  be  admitted  next  year  (1902),  as  both  of  these  organizations  made  a))pli- 
cation  for  representation  less  than  three  months  before  the  meeting  of  the 
State  Society  this  year  (1901) ;  that  one  delegate  be  received  from  the  West 
End  Medical  Society  of  New  York  this  year  (1901). 

Respectfully  submitted,  Louis  A.  Weigel, 

T.  Z.  Jones, 
Geo.  McNatjghtox, 

Committee. 

Report  accepted  and  adopted. 

A  motion  was  made  by  Dr.  IMcNaughton  to  extend  the  delegateship 
of  the  West  End  Medical  Society  back  to  1899,  at  which  time,  through 
misunderstanding,  its  application  failed  of  action  by  this  Society. 
Ruled  out  of  order  as  not  in  accordance  with  the  By-laws. 

Dr.  Henry  R.  Hopkins  presented  the  report  of  the  Committee  on 
Hygiene.     Accepted.     [See  Reports.] 

Dr.  George  B.  Fowler  moved  the  adoption  of  the  following  reso- 
lution : 

Resolved,  That  the  Medical  Society  of  the  State  of  New  York  heartily 
indorses  the  report  of  the  Tenement-house  Committee  appointed  by  Gov- 
ernor Roosevelt  and  earnestly  requests  the  Legislature  to  adopt  its  recom- 
mendations regarding  the  improved  housing  of  the  poor  and  the  prevention 
of  the  spread  of  contagious  diseases. 

Seconded  and  carried  unanimously. 

Dr.  O.  D.  Ball,  Treasurer,  presented  his  report,  which  w^as  referred 
to  an  Auditing  Committee :  Drs.  L.  Duncan  Bulkley,  E.  F.  Brush, 
and  H.  L.  Eisner,  who  subsequently  reported  finding  it  correct. 

The  Treasurer  further  presented  for  the  Society's  action  a  bill 
for  attorney's  fees  in  the  case  of  the  New  York  County  Medical  Asso- 
ciation against  the  Society.  After  discussion  the  bill  was  ordered 
paid,  as  was  also  one  for  printing  and  distributing  to  physicians  of 
the  State  an  address  by  Dr.  Van  Fleet  on  the  "  History  of  the  Medical 
Society  of  the  State  of  New  York,"  the  cost  of  this  being  shared  by 
the  Medical  Society  of  the  County  of  New  York. 

Dr.  Frank  Van  Fleet  moved  that  the  legal  counsel  which  served 
the  St^ciety  in  the  suit  referred  to  be  retained  by  the  Society  during 
the  ensuing  year  without  salary.     Carried. 

The  report  of  the  Committee  on  Legislation  was  presented  by  the 
chairman.  Dr.  Frank  Van  Fleet,  and  adopted.     [See  Reports.] 

Dr.  Van  Fleet  moved  the  appointment  of  a  member  who  should 
secure  a  delegation  of  the  Society  to  appear  before  the  Assembly 
Committee  on  Public  Health  and  urge  the  passage  of  the  bill  defining 
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what  constitutes  a  practitioner  of  medicine ;  carried,  and  Dr.  Henry 
L.  Eisner  was  appointed. 

Dr.  Van  Fleet  further  moved  the  unanimous  approval  of  As- 
sembly Bill  No.  167,  defining  the  practice  of  medicine. 

After  discussion  of  the  form  and  phraseology  of  this  bill,  a  substi- 
tute for  the  motion,  offered  by  Dr.  M.  J.  Lewi,  that  the  Legislature 
be  requested  to  enact  what  shall  constitute  the  practice  of  medicine, 
was  adopted. 

Dr.  Charles  A.  L.  Reed,  of  Cincinnati,  President  of  the  Ameri- 
can Medical  Association  and  an  honorary  member  of  this  Society, 
was  presented  by  the  President,  and  said : 

Mr.  President  and  Fellows  of  the  Medical  Society  of  the  State 
OF  New  York:  I  call  you  "Fellows"  in  a  spirit  of  fellowship,  because  I 
have  been  one  of  your  Fellows,  much  to  my  gratification,  for  the  last  ten  years. 
It  affords  me  extreme  pleasure  to  appear  before  you  to-day  in  response  to  the 
cordial  invitation  of  your  President.  When  it  was  my  privilege  to  appear 
for  the  first  time  before  this  distinguished  body  ten  years  ago  this  day  I  came 
simply  in  my  capacity  as  an  humble  worker  in  the  ranks  of  the  profession  ; 
to-day  I  am  introduced  to  you  as  the  President  of  the  National  Organiza- 
tion, although  a  no  less  humble  worker.  The  terms  in  which  I  have  been 
presented  to  you  enforces  upon  me  the  duty  of  extending  to  you,  in  the 
most  cordial  spirit,  the  greetings  of  the  American  Medical  Association.  I 
have  been  informed  that  such  messages  have  been  a  trifle  unusual  in  the 
past,  and  I  almost  feel  that  I  am  in  a  foreign  country,  yet  it  seems  to  me 
that  you  are  wrestling  with  precisely  the  same  problems  which  have  con- 
fronted us  in  Ohio  and  the  medical  profession  of  all  the  other  States.  For 
a  proper  solution  of  this  it  has  been  found  necessary  to  have  the  absolute 
unity  and  co-operation  of  the  entire  profession.  If  the  American  Medical 
Association  stands  for  one  idea  over  and  above  another  it  is  for  the  unity 
and  for  the  solidarity  of  our  great  national  profession.  If  there  is  to-day 
one  spirit  actuating  it  over  and  above  another  it  is  the  spirit  which  I  have 
expressed  in  the  words  just  pronounced.  This  is  the  one  assurance  which  I 
bring  you,  and  I  am  satisfied,  from  the  expressions  which  I  have  heard  in 
Albany,  that  that  sentiment  is  very  cordially  reciprocated.  I  am  sure 
when  you  gather  in  our  national  council  in  St.  Paul  that  we  shall  be  nearer 
an  understanding  on  the  unfortunate  questions  which  have  divided  us  for 
nearly  two  decades  than  we  have  been  these  many  years. 

I  am  gratified,  indeed,  to  notice  the  expressions  which  have  cropped  out 
in  these  proceedings  this  morning,  to  which  I  have  been  a  very  attentive 
listener,  as  they  indicate  that  there  is  a  disposition  in  your  body  to  be 
democratic  and  to  bring  within  the  fold  of  this  Society  the  workers  in  the 
ranks  of  the  profession.  In  ray  various  goings  about  the  country  I  have 
found  that  those  societies  seem  to  be  doing  the  most  good  a,nd  accomplish- 
ing the  greatest  results  that  have  been  able  to  bring  within  their  ranks  the 
largest  number  of  the  medical  profession.  The  weak  man  needs  the 
society  and  the  strong  man  is  needed  by  the  society,  and  hence  we  need 
them  all,  but  the  society  must  be  given  a  proper  degree  of  respectability. 
Therefore,  I  view  with  satisfaction  the  initial  step  which  you  have  taken 
to-day  looking  to  the  broadening  of  your  influence  within  the  limits  of 
your  own  State,  feeling  sure  that  that  influence  and  that  solidarity  will 
sooner  or  later  inure  to  the  benefit  of  the  great  national  body  of  the  pro- 
fession.    I  thank  you,  Mr.  President,  for  your  cordial  reception. 

Dr.  Reynold  W.  Wilcox,  on  behalf  of  the  Committee  of  Ar- 
rangements, presented  a  list  of  invited  guests,  and  moved  that  these 
gentlemen  be  accorded  all  the  privileges  and  honors  usually  given  to 
invited  guests.     Carried. 
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Dr.  a.  Jacobi  presented  the  Report  of  the  Committee  on  Prize 
Essay.  Adopted.  [See  Reports.]  On  opening  the  envelope  bearing 
the  motto  of  the  successful  essay  it  was  found  to  contain  the  name  of 
Dr.  Lucien  Howe,  of  Buffalo,  to  whom  the  prize  was  awarded. 

Dr.  R.  W.  Wilcox  reported  for  the  Committee  on  the  U.  S.  Fhar- 
macopeeia  that  their  committee,  sent  as  delegates  from  this  Society  to 
the  Pharmacopoeial  Convention,  had  attended  the  convention  as  such, 
at  Washington,  in  May  last.  The  work  of  the  committee,  which  had 
extended  over  three  years,  was  presented  to  the  convention  and 
received  careful  consideration  by  the  Revision  Committee,  of  which 
he  was  himself  elected  a  member.     Report  accepted. 

Dr.  M.  J.  Lewi  presented  the  Report  of  the  Board  of  State  iNIedi- 
cal  Examiners.     Accepted.     [See  Reports.] 

Dr.  F.  C.  Curtis  presented  a  brief  verbal  report  for  the  Committee 
on  By-laws. 

Dr.  Henry  L.  Elsner,  of  Syracuse,  moved  the  adoption  of  the 
following  resolutions : 

Whereas,  It  is  learned  that  reduction  in  the  annual  appropriation  for 
the  maintenance  of  the  insane  of  the  State  and  a  marked  reduction  in  the 
nursing  force  is  contemplated  ; 

Resolved,  That  the  State  Medical  Society  expresses  its  conviction  that 
there  should  be  no  lowering  of  the  present  standard  of  care  for  these  un- 
fortunate and  helpless  wards  of  the  State,  and  that  the  Legislature  be 
respectfully  requested  to  take  no  action  looking  to  such  reduction. 

Seconded  by  Dr.  E.  F.  Brush  and  carried  unanimously. 

First  Day. — Afternoon  Session. 

The  Society  reconvened  at  the  call  of  the  President  at  2.00  p.m., 
and  the  Business  Committee  then  took  up  the  programme  of  the 
meeting. 

Dr.  James  K.  Crook,  of  New  York,  read  a  paper,  ''  Recent  Prog- 
ress in  the  Treatment  of  Pneumonia." 

Discussion  by  Dr.  E.  H.  Bridges,  of  Ogdensburg. 

Dr.  Daniel  W.  Marston,  of  New  York,  read  a  paper,  ''  Congeni- 
tal Dislocation  of  the  Shoulder,  with  Report  of  Cases." 

Discussion  by  Dr.  A.  M.  Phelps,  of  New  York. 

Dr.  a.  L.  Beahan,  of  Canandaigua,  read  a  paper,  "  The  Relation 
of  Appendicitis  to  Diseases  of  the  Uterine  Appendages." 

Dr.  Louis  Nott  Lanehart,  of  Hempstead,  read  a  paper,  "  Small 
Hospitals  and  their  Administration." 

Dr.  Louis  Faugeres  Bishop,  of  New  York,  read  a  paper,  "  The 
Necessity  for  Greater  Conservatism  in  the  Use  of  Vasodilators  in 
Certain  Cases  of  Cardiovascular  Diseases." 

Dik  John  A.  Fordyce,  of  New  York,  read  a  paper,  "What  is 
Rodent  Ulcer?" 

Dr.  Samuel  G.  Gant,  of  New  York,  read  a  paper,  "  Rectocolouic 
Enteroliths  and  Concretions." 

Dr.  Francis  Valk,  of  New  York,  read  a  paper,  "  Esophoria  or 
Latent  Squint." 

Discussion  bv  Dr.  Lucien  Howe  and  the  author. 
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Dr.  Lucien  Howe,  of  Buffalo,  gave  a  ''  Demonstration  of  the 
Ophthalmophacometer,  with  Simple  Formulae  Relating  to  its  Use." 

Dr.  Peter  A.  Callan,  of  New  York,  read  a  paper,  "  Can  Inter- 
stitial Keratitis  be  Prevented  ?" 

Dr.  L.  Duncan  Bulkley,  of  New  York,  read  a  paper,  "  Relations 
between  Certain  Diseases  of  the  Skin  and  the  Menstrual  Function." 

Discussion  by  Drs.  A.  Jacobi,  H.  J.  Boldt,  and  the  author. 

Dr.  B.  C.  Loveland,  of  Syracuse,  read  a  paper,  ''  Hysterical 
Anaesthesia  and  Analgesia." 

Dr.  W.  O.  Plimpton  read  a  paper,  ''  Operations  for  Deformities 
following  Pott's  Fracture." 

Discussion  by  Drs.  Carl  Beck  and  A.  M.  Phelps,  of  New  York. 

Dr.  John  H.  Pryor,  of  Buffalo,  read  a  paper,  "  Deep  Breathing 
as  a  Curative  and  Preventive  Measure." 

Discussion  by  Dr.  J.  Riddle  Goffe,  of  New  York  ;  Dr.  D.  H.  Good- 
wijlie,  of  New  York ;  Dr.  C.  L.  Stiles,  of  Owego ;  Dr.  H.  R.  Hop- 
kins, of  Buffalo  ;  Dr.  W.  Warren  Potter,  of  Buffalo ;  Dr.  Howland, 
of  New  York ;  Dr.  F.  W.  Sears,  of  Binghamton,  and  the  author. 

Dr.  Reynold  W.  AYilcox,  of  New  York,  read  a  paper,  "  Bella- 
donna versus  Scopolia." 

Dr.  J.  Riddle  Goffe,  of  New  York,  read  a  paper  on  the  "  Indi- 
cations and  Limitations  of  the  Vaginal  Route  of  Attack  in  Pelvic 
Diseases  in  Women." 

Discussion  by  Dr.  H.  J.  Boldt,  of  New  York ;  Dr.  Thomas  Scully, 
of  Rome ;  Dr.  A.  H.  Cordier,  of  Kansas  City,  and  the  author. 

Dr.  M.  a.  Veeder,  of  Lyons,  read  a  paper,  "  Disinfection  Within 
and  Without  the  Body  in  Diphtheria." 

Dr.  I.  N.  Love,  of  New  York,  read  a  paper,  "  Diphtheria:  After- 
thoughts On." 

Dr.  Willy  Meyer,  of  New  York,  read  a  paper,  "  The  Treatment 
of  Persistent  Suprapubic  Vesical  Fistula  by  Means  of  Bottini's 
Operation." 

Dr.  Thomas  E.  Satterthavaite,  of  New  York,  read  a  paper, 
"  Fatty  Degeneration  of  the  Heart." 

Dr.  James  H.  Glass,  of  Utica,  read  a  paper,  "  The  Porro  Csesa- 
rean  Operation." 

Dr.  Henry  L.  Elsner,  of  Syracuse,  read  a  paper,  ''Recent 
Experiences  with  Erythromelalgia." 

Dr.  Eugene  Fuller,  of  New  York,  read  a  paper,  "  Results  fol- 
lowing the  Cure  of  Chronic  Defects  in  the  Vesical  Function." 

Dr.  Henry  Dwight  Chapin,  of  New  York,  read  a  paper,  "  A 
Simple  and  Accurate  Method  of  Substitute  Infant  Feeding." 

The  Committee  of  Nomination  was  announced  as  follows : 

Appointed  by  the  President. — Dr.  A.  Vander  Veer,  of  Albany. 

First  District. — Dr.  A.  E.  Davis,  of  New  York. 

Second  District. — Dr.  W.  H.  Zabriskie,  of  Glen  Cove. 

Third  District.— Dr.  W.  G.  Tucker,  of  Albany. 

Fourth  District. — Dr.  Robert  J.  Wilding,  of  Malone. 

Fifth  District. — Dr.  Nathan  Jacobson,  of  Syracuse. 

Sixth  District. — Dr.  Luzerne  Coville,  of  Ithaca. 

Seventh  District. — Dr.  Wallace  J.  Herriman,  of  Rochester. 

Eighth  District. — Dr.  Henry  R.  Hopkins,  of  Buffalo. 
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First  Day. — Evening  Session. 

The  Society  reconvened  at  8.25  p.m.,  Dr.  Bridges  being  in  the  Chair. 

Dr.  George  McNaughton,  of  Brooklyn,  read  a  paper,  "  Ectopic 
Pregnancy,  Primary  Rupture,  the  Opportune  Time  for  Making  Diag- 
nosis." 

Discussion  by  Dr.  R.  H.  M.  Dawbarn,  of  New  York. 

Dr.  Charles  E.  Davis,  of  Albany,  read  a  paper,  "  Leprosy  in  the 
Hawaiian  Islands." 

Dr.  Samuel  Lloyd,  of  New  York,  read  a  paper,  "  An  X-ray 
Study  of  the  Causes  of  Disability  following  Fractures  Involving  the 
Elbow-joint." 

Discussion  by  Dr.  R.  H.  M.  Dawbarn,  of  New  York ;  Dr.  Carl 
Beck,  of  New  York,  and  the  author. 

Dr.  D.  H.  Goodwillie,  of  New  York,  read  a  paper,  "  Pleuro- 
pericardial  and  Diaphragmatic  Adhesions ;  Illustrated  by  Colored 
Wax  Models." 

Dr.  Henry  L.  K.  Shaw,  of  Albany,  read  a  paper,  ' '  The  Ton- 
ometer and  its  Value  in  Determining  Arterial  Tension." 

Discussion  by  Dr.  Lucien  Howe,  of  Buffalo. 

Dr.  Edward  D.  Fisher,  of  New  York,  read  a  paper,  "  Differen- 
tial Diagnosis  in  Diseases  of  the  Spinal  Cord." 

Discussion  by  Dr.  E.  B.  Angell,  of  Rochester. 

Dr.  Robert  T.  Morris,  of  New  York,  read  a  paper,  ''  Pus  in  the 
Peritoneal  Cavity." 

Discussion  by  Dr.  H.  J.  Boldt,  of  New  York,  and  Dr.  W.  G.  Mac- 
donald,  of  Albany. 

Dr.  George  R.  Fowler,  of  Brooklyn,  read  a  paper,  "  The  Indi- 
cations for  and  Limitations  of  Spinal  Cocainization  in  Surgery." 

Dr.  William  C.  Krauss,  of  Buffalo,  read  a  paper,  ^'Masturba- 
tional  Neuroses." 

On  motion,  adjourned  at  10.40  p.m. 

Second  Day. — Morning  Session, 

The  first  part  of  the  morning  was  given  up  to  a  demonstration 
clinic,  given  at  the  Albany  Hospital  by  the  sta^  of  that  hospital. 

The  meeting  was  called  to  order  in  the  City  Hall  by  the  President 
at  10.30  a.m. 

Dr.  John  H.  Doughty,  of  Matteawan,  read  a  paper,  ''Appen- 
dicitis." 

Dr.  Carl  Beck,  of  New  York,  read  a  paper,  "  Tendinitis  and 
Tenosynovitis  Prolifera  Calcarea,  with  X-ray  Demonstrations." 

Dr.  Herman  J.  Boldt,  of  New  York,  read  a  paper,  ' '  The  Treat- 
ment of  Puerperal  Fever." 

Dr.  T^ARLOS  F.  MacDonald,  of  New  York,  read  a  paper,  "  The 
Early  Diagnosis  of  Insanity." 

Discussion  by  Dr.  H.  S.  Drayton,  of  New  York. 

Dr.  Charles  A.  L.  Reed,  of  Cincinnati,  Ohio,  read  a  paper, 
"  Contributions  to  Pelvic  Infection  in  Women." 

Discussion  by  Dr.  Mary  N.  Dixon  Jones,  of  New  York ;  Dr.  H.  J. 
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Boldt,  of  New  York ;  Dr.  A.  Palmer  Dudley,  of  New  York,  and  the 
author. 

At  12.10  P.M.  Dr.  A.  M.  Phelps,  the  President,  delivered  the  Annual 
Address,  taking  "  Hernia  "  for  his  theme. 

The  Secretary  presented  the  report  of  the  Committee  of  Nomi- 
nation upon  applicants  for  permanent  membership  and  referred  to  it 
under  the  rules,  reporting  favorably  on  the  following,  who,  on  motion, 
were  elected  to  membership  on  compliance  with  the  By-laws : 

Henry  A.  Alderton,  Brooklyn  ;  Louis  P.  Bla^r,  McDonough ;  W.  C. 
Braislin,  Brooklyn;  E.  F.  Bronk,  Amsterdam;  W.  F.  Campbell, 
Brooklyn ;  T.  B.  Carpenter,  Buffalo ;  O.  G.  Dibble,  Pompey ;  P.  F. 
Dolphin,  Malone ;  H.  F.  Gillette,  Cuba ;  W.  Stanton  Gleason,  New- 
burgh  ;  Ramon  Guiteras,  New  York ;  Emil  Gruening,  New  York  ; 
James  Z.  Hunt,  Lowville ;  Arthur  W.  Hurd,  Buffalo ;  John  H. 
Jewett,  Canandaigua;  James  W.  King,  Stottville ;  J.  W.  Knapp, 
Canastota;  Earl  P.  Lothrop,  Buffalo;  E.  S.  McClellan,  Saranac 
Lake ;  R.  C.  McLennan,  Syracuse ;  D.  G.  Mason,  Henrietta ;  D. 
H.  Murray,  Syracuse ;  George  A.  Peck,  New  Rochelle ;  Peter  Scott, 
Brooklyn ;    F.  J.  Shoop,   Brooklyn ;   William   Simmons,  Brooklyn ; 

D.  V.  Still,  Johnstown  ;  C.  M.  Van  Dyke,  Himrod  ;  B.  R.  Wakeman, 
Hornellsville ;  J.  P.  Warbasse,  Brooklyn ;  William  S.  Webster,  Lib- 
erty ;    Grover  W.  Wende,  Buffalo ;    Herbert  U.  Williams,  Buffalo ; 

E.  J^  Wynkoop,  Syracuse  ;  Frederick  A.  Mandeville,  Rochester  ;  S.  J . 
Mc^amara,  Brooklyn. 

On  motion  of  Dr.  H.  L.  Eisner,  the  following  resolutions  were 
unanimously  adopted : 

Iq  view  of  the  fact  that  the  Pathological  Institute  of  the  New  York  State 
Hospitals,  created  by  statute  for  pathological  research  in  insanity  and  allied 
subjects  for  the  benefit  of  the  State  Hospitals,  is  in  serious  danger  of  being 
crippled  in  its  work,  and  inasmuch  as  the  work  of  this  Institute  has  been 
supported  by  prominent  members  of  the  medical  profession  and  representa- 
tive scientific  men,  both  in  this  country  and  abroad,  the  following  resolu- 
tions are  submitted  : 

Whereas,  Believing  that  the  citizens  of  the  State  of  New  York  and 
liberal-minded  men  everywhere  are  to  be  congratulated  upon  the  establish- 
ment of  the  Pathological  Institute  of  the  New  York  State  Hospitals — an 
institution  founded  for  the  investigation  of  the  problems  connected  with 
insanity  and  related  diseases  and  unique  in  the  annals  of  medicine  for  the 
greatness  of  its  opportunities — and  most  strongly  recommending  that  the 
work  of  investigation  for  which  the  institution  was  founded  be  sustained 
along  its  present  lines  of  organization  and  principles  and  research ;  there- 
fore be  it 

Resolved,  That  we,  the  members  of  the  Medical  Society  of  the  State  of 
New  York,  respectfully  request  his  Excellency  the  Governor  to  sustain  the 
Pathological  Institute  of  the  New  York  State  Hospitals  ;  that  we  beg  him 
to  give  his  support  to  its  growth  and  development ;  to  protect  it  against 
further  diflSculties;  and  that  we  submit  to  his  attention  protests  against  the 
subversion  of  the  work  of  the  Pathological  Institute  along  the  lines  laid 
out  by  the  Director,  the  work  being  upheld  by  a  wide  movement  of  the 
medical  profession  and  prominent  scientific  men  of  this  country  and  of 
Europe. 

Resolved,  That  a  copy  of  these  resolutions  be  sent  to  the  Governor  of  the 
State  of  New  York,  to  the  Lieutenant  Governor,  to  the  Speaker  of  the 
Assembly,  to  the  Chairman  of  the  Committee  on  Ways  and  Means,  to  the 
members  of  the  State  Commission  in  Lunacy,  and  to  the  Finance  Committee 
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of  the  Senate,  urging  their  co-operation  in  the  most  laudable  effort  to  secure 
effective  support  for  the  Pathological  Institute  of  the  New  York  State 
Hospitals,  and  protection  of  this  institution,  established  for  the  investigation 
of  the  causes  and  hence  of  the  means  of  cure  of  the  affliction  of  the  most 
unfortunate  of  all  human  beings,  the  insane. 

Second  Day. — Afternoon  Session. 

The  Society  recouvened  at  the  call  of  the  President  at  2.45  p.m. 

Dr.  jSTathan  Jacobson,  of  Syracuse,  read  a  paper,  ''  A  Hair  Cast 
of  the  Stomach  ;  its  Successful  Removal  by  Laparotomy." 

Discussion  by  Dr.  Robert  T.  Morris,  of  New  York,  and  the  author. 

Dr.  J.  Collins  Warren,  of  Boston,  Mass.,  read  a  paper,  "Sur- 
gery of  the  Spleen." 

Discussion  by  Dr.  Albert  Vander  Veer,  of  Albany  ;  Dr.  R.  T.  Morris, 
of  New  York  ;  Dr.  Willis  G.  Macdouald,  of  Albany,  and  the  author. 

Dr.  Merville  Ricketts,  of  Cincinnati,  Ohio,  read  a  paper,  "  In- 
guinal Hernia." 

Discussion  by  Dr.  John  A.  Wyeth,  of  New  York. 

Dr.  a.  H.  Cordier,  of  Kansas  City,  read  a  paper,  "  Gastrojeju- 
nostomy in  Gastrectasis." 

Discussion  by  Dr.  A.  L.  Benedict,  of  Buffalo. 

Dr.  Victor  C.  Vaughan,  of  Ann  Arbor,  Michigan,  read  a  paper, 
"  Toxin  of  the  Colon  Bacillus." 

Discussion  by  Dr.  A.  Jacobi,  of  New  York ;  Dr.  H.  N.  JNIoyer,  of 
Chicago,  and  the  author. 

Dr.  Harold  N.  Moyer,  of  Chicago,  read  a  paper,  "  The  So- 
called  Traumatic  Neurosis." 

Discussion  by  Dr.  A.  Jacobi,  of  New  York ;  Dr.  E.  B.  Angell,  of 
Buffalo ;  Dr.  A.  M.  Phelps,  of  New  York,  and  the  author. 

A  paper  by  Dr.  Takamini,  of  New  York,  on  "  The  Blood-raising 
Principle  of  the  Suprarenal  Extract,"  was  read  by  title. 

Regrets  at  not  being  able  to  attend  the  meeting  were  presented 
from  Sir  James  Grant,  of  Ottawa,  Canada ;  Dr.  E.  O.  Otis,  of  Bos- 
ton ;  Dr.  W.  H.  Hingston,  of  Montreal;  Dr.  George  Ben  Johnston, 
of  Richmond,  Va.;  Dr.  W.  M.  Polk,  of  New  York;  Dr.  Robert  F. 
Weir,  of  New  York,  and  Dr.  H.  D.  Wey,  of  Elmira. 

On  motion,  adiourned  at  6  p.m. 


Third  Day. — Morning  Session. 

The  meeting  was  called  to  order  by  the  President  at  10  a.m. 

The  Committee  on  Nominations  for  Vacancies  on  the  State  Board  of 
Medical  Examiners  reported  the  following  nominees :  Dr.  Joseph  P. 
Creveling,  of  Auburn ;  Dr.  Eugene  Beach,  of  Gloversville  ;  Dr.  H.  D. 
AVey,  of*  Elmira,  and  Dr.  Charles  Stover,  of  Amsterdam. 

On  motion,  the  report  was  accepted  and  the  nominees  named  duly 
elected. 

Dr.  D.  B.  St.  John  Roosa  made  a  motion  to  amend  the  By-laws 
by  striking  out  the  provision  in  Section  2  of  Chapter  I.  which  pro- 
vides for  representation  in  this  Society  for  Incorporated  Voluntary 
Medical  Societies. 

Med  NY  2 
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After  discussion  the  matter  was,  on  motion  of  Dr.  Yander  Veer, 
laid  on  the  table  until  the  next  business  meeting  of  the  Society,  when 
there  would  be  a  larger  number  of  members  present  for  its  fuller 
consideration. 

The  report  of  the  Committee  on  the  recommendations  contained  in 
the  President's  Inaugural  Address  was  presented,  as  follows : 

To  the  Medical  Society  of  the  State  of  New  York  : 

Your  committee  appointed  to  consider  the  recommendations  in  the 
President's  Inaugural  Address  would  respectfully  report: 

First:  In  view  of  the  extraordinary  amount  of  work  which  has  devolved 
upon  the  Legislative  Committee  the  past  year,  and  in  view  of  the  prospect 
of  an  equal  amount  of  work  to  devolve  upon  said  committee  the  present 
year,  it  is  recommended  that  a  salary  of  $350  be  paid  to  the  Legislative  Com- 
mittee for  the  current  year,  with  the  understanding  that  the  chairman  of 
said  Legislative  Committee  shall  temporarily  perform  secretarial  duties  as 
may  be  required  of  him  by  the  President  and  Secretary. 

Second :  Your  committee  also  believes  that  it  is  desirable  to  increase  the 
facilities  for  becoming  permanent  members  of  the  Society,  and  hence  we 
recommend  such  change  in  the  Constitution  and  By-laws  as  will  permit 
each  county  society  to  send  any  number  of  delegates — not  exceeding  five — 
for  each  Assembly  District,  to  each  annual  meeting  of  this  Society — the 
present  rules  to  obtain  as  to  such  delegates  becoming  permanent  members. 
Third  :  In  view  of  the  widely  expressed  desire  for  a  semi-annual  meeting 
of  this  Society  for  scientific  purposes  only,  it  is  recommended  that  for  this 
year  the  newly  elected  officers  of  the  Society  make  arrangements  for  such  a 
meeting,  to  be  held  in  New  York  City  at  such  time  as  they  may  deem 
advisable. 

All  of  which  is  respectfully  submitted. 

William  S.  Ely, 
A.  Vander  Veer, 
D.  B.  St.  John  Roosa, 

Committee. 

The  report  was  received,  and  on  motion  the  propositions  contained 
in  it  considered  separately.  The  first  proposition  was,  on  motion, 
adopted.  The  second,  with  the  assent  of  the  committee,  was 
amended  to  provide  that  the  dues  of  county  medical  societies  should 
not  be  increased  beyond  those  at  present  provided  for  by  the  By-laws, 
which  were  by  unanimous  consent  suspended  in  so  far  as  to  allow  of 
the  amendment  thereof  contemplated  in  this  proposition,  and  then  as 
amended  the  proposition  was  unanimously  adopted.  The  third  propo- 
sition was  also  duly  adopted  without  dissent. 

The  Report  of  the  Committee  of  Nomination  was  presented,  as 
follows : 

To  the  Medical  Society  of  the  State  of  New  York  : 

The  Committee  of  Nomination  unanimously  present  the  following  report: 

For  President:  Henry  L.  Eisner,  of  Syracuse. 

For  Vice-President:  Louis  N.  Lanehart,  of  Hempstead. 

For  Secretary :  F.  C,  Curtis,  of  Albany. 

For  Treasurer:  O.  D.  Ball,  of  Albany. 

For  Committee  of  Arrangements :  Herman  Bendell,  of  Albany;  T.  H. 
Halstead,  of  Syracuse;  W.  J.  Nellis,  of  Albany;  A.  G.  Root,  of  Albany; 
R.  W.  Wilcox,  of  New  York. 

For  Committee  on  By-laws :  H.  D.  Wey,  of  Elmira;  Nathan  Jacobson,  of 
Syracuse ;  F.  C.  Curtis,  of  Albany. 
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For  Committee  on  Hygiene:  H.  R.  Hopkins,  of  Buffalo;  J.  M.  Mosher,  of 
Albany ;  G.  B.  Fowler,  of  New  York ;  J.  L.  Heffron,  of  Syracuse ;  M.  A. 
Veeder,  of  Lyons;  J.  H.  Pryor,  of  Buffalo;  J.  M.  Van  Cott,  of  Brooklyn. 

For  Committee  on  Legislation :  Frank  Van  Fleet,  of  New  York ;  Arthur 
G.  Root,  of  Albany ;  Ernest  Wende,  of  Buffalo. 

For  Committee  on  Ethics:  George  McNaughton,  of  Brooklyn;  Lewis  A. 
Weigel,  of  Rochester;  T.  Z.  Jones,  of  Waterville. 

For  Committee  on  Prize  Essays :  A.  Jacobi,  of  New  York  ;  A.  Vander  Veer, 
of  Albany ;  W.  C.  Krauss,  of  Buffalo. 

For  Committee  of  Publication :  F.  C.  Curtis,  of  Albany  ;  Daniel  Lewis,  of 
New  York;  W.  W.  Potter,  of  Buffalo;  O.  D.  Ball,  of  Albany. 

For  Delegates  to  the  Pan-American  Medical  Congress,  Havana,  Cuba :  A. 
Vander  Veer,  of  Albany  ;  F.  C,  Curtis,  of  Albany  ;  Ramon  Guiteras,  of  New 
York;  A.  M,  PheljDS,  of  New  York;  James  D.  Spencer,  of  Watertown. 

For  Delegate  to  the  Medical  Society  of  the  State  of  New  Jersey:  W.  H. 
Zabriskie,  of  Glen  Cove. 

For  Delegates  to  the  Ontario  Medical  Society :  W.  C.  Krauss,  of  Buffalo ; 
W.  W.  Potter,  of  Buffalo. 

Eligible  for  Honorary  Membership  :  Victor  C.  Vaughn,  of  Ann  Arbor, 
Mich. ;  Merville  Ricketts,  of  Cincinnati,  Ohio ;  Prof.  P.  Pannas,  of  Paris, 
France ;  Dr.  George  Ben  Johnston,  of  Richmond,  Va. ;  Dr.  J.  Collins 
Warren,  of  Boston,  Mass. 

Very  respectfully  submitted. 

A.  Vander  Veer, 

Chairman. 

A.  Edward  Davis, 

Secretary. 

The  report  was  received,  and  on  motion  the  nominees  for  the  various 
positions  named  in  it  were  duly  elected. 

The  Presidext  presented  to  the  Society  the  newly  elected  Presi- 
dent, Dr.  Henry  L.  Eisner,  who  said  : 

Mr.  President  :  In  taking  from  your  hands  the  reins  I  feel  the 
great  honor  which  has  been  conferred  upon  me  by  this  Society,  and 
while  I  appreciate  fully  the  honor,  I  am  not  at  all  unmindful  of  the 
responsibilities  which  go  with  this  office.  I  feel  that  this  is  the 
greatest  honor  which  has  ever  been  bestowed  upon  me  during  my  pro- 
fessional life.  I  feel,  too,  that  it  is  one  of  the  greatest  honors  which 
the  medical  profession  of  this  State — aye,  this  country — can  bestow 
on  any  medical  practitioner,  and  I  take  it  that  this  is  not  only  a  com- 
pliment to  myself,  but  to  those  faithful  men  who  have  been  with  you 
for  many  years,  coming  from  the  central  and  western  part  of  this 
State.  We  have  been  loyal  to  this  Society,  and  we  intend  to  continue 
our  loyalty  not  by  words  but  by  deeds.  I  feel  that  every  member  of 
the  medical  profession  of  the  State  of  New  York  affiliated  with  this 
Society  is  my  friend ;  I  feel  you  are  ready  to  work  with  me,  and  I 
ask  your  hearty  co-operation.  I  shall  consult  you  freely,  and  the 
great  object  I  have  in  view  is  the  amalgamation  of  this  profession  of 
the  State  of  New  York  into  a  society  which  shall  stand  for  every- 
thing which  is  edifying  in  medicine.  I  feel  that  we  are  to  do  a  great 
deal  for  this  great  country  and  that  this  Society  has  a  mission  to 
perform.  We  must  go  to  our  county  societies  and  let  them  under- 
stand that  the  parent  body  has  an  interest  in  them ;  we  must  bring 
them  in  closer  touch  with  us,  and  the  great  object  which  I  have  in 
view  is  to  brino:  this  about. 
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I  do  not  wish  to  weary  you  with  further  remarks.  I  thank  you 
from  the  bottom  of  my  heart  for  the  confidence  which  this  election 
carries  with  it,  and  I  can  only  say  that  I  thank  you  heartily.  I  am 
in  the  harness ;  call  upon  me  to  do  your  work,  and  I  assure  you  that 
I  shall  do  it  as  well  as  lies  v/ithin  my  power. 

Dr.  George  Seymour  moved  that  the  Secretary  be  instructed  to 
at  once  notify  all  secretaries  of  county  societies  represented  in  this 
State  Society  of  the  recent  changes  which  have  been  made  in  the 
By-laws,  particularly  in  regard  to  delegateship.  Seconded  by  Dr. 
Koosa  and  carried. 

Dr.  Charles  Stover  moved  that  the  Committee  on  Prize  Essays 
be  empowered  to  award  the  amount  of  the  prize  to  any  successful  com- 
petitor in  the  form  of  a  suitable  medal,  provided  he  prefers  to  receive 
the  medal  in  such  form,  and  provided  also  that  this  can  be  done  with- 
out further  expense  to  the  Society.     Seconded  and  carried. 

Dr.  a.  Vander  Veer  moved  a  vote  of  thanks  to  the  retiring  Presi- 
dent for  his  very  energetic  inaugural  address,  for  the  recommendations 
contained  therein,  for  his  able  scientific  address,  for  his  excellent  con- 
duct of  the  meeting,  and  for  the  evidence  that  he  has  given  of  his 
work  in  bringing  together  at  this  meeting  eminent  men  from  all  parts 
of  the  United  States.     Seconded  by  Dr.  E.  F.  Brush. 

The  motion  was  put  by  the  Vice-President  and  was  carried  unani- 
mously. 

Dr.  a.  M.  Phelps  thanked  the  Society  for  this  vote,  and  the 
Society  then  adjourned. 

Frederic  C.  Curtis, 

Secretary. 
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1.  Treasurer's  Report. 

The  Medical  Society  of  the  State  of  New  York  in  account  with  the  Treasurer. 

Balance  in  Treasury  as  shown  by  the  Treasurer's  report, 

January  30,  1900 

Received  from  County  and  other  affiliated  Societies 
Received  from  new  members    ..... 
Received  from  permanent  members  as  dues 
Received  from  sale  of  Transactions  .... 
Interest  accrued  on  deposits  in  Savings  Bank  . 

Total $6968  51 


.   840  00 

.   300  00 

.  1540  00 

.   370  50 

.   128  81 

Expenditures. 

Expenditures  for  and  on  account  of  the  Society  from  Januarv  31,  1900, 
to  January  30,  1901. 


Secretary,  services 

Treasurer,  services  and  expenses  of  office 
President,  expenses  and  postage       .... 
Committee  on  Legislation,  expenses  of    . 
Committee  on  U.  S.  Pharmacopoeial  Revision,  expenses  o 

Transactions,  printing  of 

Transactions,  expressage  on       ....         . 
Rent  of  storage  loft  and  insurance  .... 
Stationery  and  printing  programmes  of  meeting 
Committee  of  arrangements,  expenses  of  banquet  . 
Business  Committee,  expenses  of     . 
Annual  Meeting,  addressing  and  postage  of  programmes 
Expenses  of  Drs.  Bowditch,  Buckley,  and  Otis,  coming 

to  meeting 

Trunk  Line  Association,  special  agent     .... 

Stenographer  at  meeting  ....... 

Services  of  messengers  at  meeting 

Total 


$350  00 

164  96 

67  25 

495  14 

5  00 

1052  91 

141  21 

55  00 

234  56 

193  00 

95  97 

150  87 

54  50 
17  00 
75  00 
24  00 

.  $3176  37 


**v  Recapitulation. 

Total  receipts $6968  51 

Total  disbursements 3176  37 

Balance  in  Treasury $3792  14 

0.  D.  Ball, 

Treasurer. 
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2.  Keport  of  Merritt  H.  Cash  Fund. 

Interest  accrued  at  date  of  last  report      .         .         .        .     $188  36 
Interest  accrued  from  January  1, 1900,  to  January  1, 1901         24  29 


Total $212  65 

The  prize  fund  ($500)  and  interest  accrued  are  on  deposit  in  the  Albany 
Savings  Bank. 

0.  D.  Ball, 

Trustee  Merritt  H.  Cash  Fund, 

3.  Eeport  of  the  Committee  of  Publication. 

To  the  Medical  Society  of  the  State  of  New  York  : 

The  volume  of  Transactions  was  printed,  as  has  been  done  for  several 
years,  by  Mr.  William  J.  Dornan,  of  Philadelphia,  an  edition  of  850  copies 
having  been  printed,  the  size  of  the  volume  being  528  pages.  The  cost  was 
$1037.92,  being  somewhat  increased,  due  to  increase  in  the  cost  of  printer's 
work.  Forty-six  of  the  papers  and  addresses  presented  at  the  last  meeting 
were  printed  in  the  volume.  There  were  sent  to  members  317  copies,  70  to 
libraries  and  as  complimentary,  51  to  State  and  foreign  societies,  161  were 
taken  and  paid  for  by  county  medical  societies,  and  115  were  sold  to  indi- 
viduals, lea,ving  about  75  copies  still  on  hand.  Although  the  attempt  to 
secure  a  wider  distribution  of  the  Transactiofis  to  the  profession  of  the  State 
by  offering  them  for  sale  at  one  dollar  a  copy,  delivered,  has  not  met  with 
the  desired  result,  it  has  appeared  to  the  committee  that  a  continuance  of 
this  for  the  coming  year  would  be  wisely  recommended,  and  steps  toward  it 
have  already  been  taken  by  sending  out  subscription  slips  with  the  programme 
and  invitation  of  this  meeting.  It  is  recommended  that  the  volume  be  con- 
tinued of  the  same  style  as  has  heretofore  been  followed,  and  likewise  the 
same  size,  although  the  volume  hardly  admits  of  the  publication  of  all  the 
material  that  comes  before  the  meeting. 

Respectfully  submitted, 

F.  C.  Curtis, 
Daniel  Lewis, 
William  Warren  Potter, 
0.  D.  Ball, 

Committee. 

4.  Report  of  the  Committee  on  Legislation. 

To  the  Medical  Society  of  the  State  of  New  York : 

Your  Committee  on  Legislation  reports  as  follows  : 

During  the  session  of  1900  there  were  in  the  Legislature  of  this  State 
bills  affecting  the  practice  of  medicine,  medical  institutions,  and  of  interest 
to  the  profession,  because  of  their  direct  and  indirect  influence  on  medical 
affairs,  to  the  number  of  two  hundred  and  sixty-eight.  Of  these  sixty- 
three  received  the  approval  of  both  branches  of  the  Legislature  and  were 
acted  on  by  the  governor;  forty-six  received  executive  approval,  sixteen 
failed  to  receive  the  governor's  signature,  and  one  was  recalled. 

To  our  report  at  the  last  annual  meeting  of  this  Society  your  committee 
appended  a  list  of  all  the  bills  introduced  during  the  preceding  year  which 
had  any  bearing  on  medical  affairs,  with  their  numbers,  titles,  and  final  dis- 
position. In  that  list  there  were  two  hundred  and  sixty-five  bills.  We 
have  not  afiixed  to  our  report  of  this  year  a  tabulated  list  of  the  bills  intro- 
duced last  year  for  the  reason  that  it  adds  to  the  cost  of  printing  the 
Transactions.  Possibly  it  would  be  better  to  affix  this  list  to  the  report  and 
print  in  the  Transactions  for  future  reference  ;  and  if  the  Society  desires  it  this 
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can  be  done  without  delay,  as  your  committee  has  such  a  list.  We  are 
pleased  to  be  able  to  report,  as  we  did  a  year  ago,  that  no  bills  have  become 
laws  which  are  unfavorable  to  the  interests  of  the  Society  as  a  body  or  the 
profession  as  a  whole. 

There  were  many  bills  we  felt  called  upon  to  oppose  and  some  whose 
passage  we  advocated ;  we  believe  that  our  opinions  and  advice  aided  the 
passage  of  some  and  retarded  others.  It  is  difficult  for  the  busy  prac- 
titioner of  medicine  to  accurately  determine  in  his  own  mind  the  possible 
effect  of  laws  which  may  be  enacted  and  which  may  influence,  in  one  way  or 
another,  the  future  welfare  of  this  Society  and  the  medical  profession. 
Some  of  these  bills  your  committee  should  oppose,  while  others  no  doubt 
we  should  advocate.  For  this  reason  it  seems  imperative  that  your  com- 
mittee should  have  the  privilege  and  benefit  of  legal  advice  when  in  doubt. 

We  have  learned  that  few  lawyers,  however  well  informed  in  other 
respects,  are  competent  to  give  advice  on  medical  questions,  and  -for  this 
reason  we  believe  the  Society  should  have  a  designated  legal  adviser,  who 
will  familiarize  himself  with  the  medical  laws,  and  on  whom  your  com- 
mittee and  other  officers  may  call  for  advice  and  guidance  in  matters  re- 
lating to  the  welfare  of  the  Societ}"  and  the  profession. 

It  may  be  news  to  most  and  nearly  all  the  members  of  this  Society  when 
we  tell  them  that  even  now  a  suit  has  been  brought  against  the  State  Society 
for  damages.  One  of  our  county  societies  which  has  been  actively  engaged 
in  the  work  of  prosecuting  unregistered,  and  therefore  illegal,  practitioners 
of  medicine  by  some  sort  of  oversight  served  a  summons  and  complaint  on 
a  regularly  registered  physician,  who  appeared  in  court  and  on  proving  his 
right  to  practice  was  discharged.  He  at  once  began  an  action  against  the 
Medical  Society  of  the  State  of  New  York  for  damages.  He  has,  of  course, 
no  cause  for  action,  as  the  society  of  the  county  in  which  the  affair  occurred 
acted  in  good  faith  and  without  malice.  The  physician,  as  well  as  all  other 
good  citizens,  should  be  glad  to  know  that  someone  has  sufficient  interest 
in  the  medical  laws  to  see  that  they  are  enforced  ;  but  even  feeling  aggrieved 
and  desiring  recompense  for  his  wounded  feelings  he  certainly  has  no  cause 
for  action  against  the  State  Society.  His  suit,  if  brought  at  all,  should  be 
against  the  society  of  the  county  in  which  the  alleged  cause  for  action 
occurred. 

Again,  there  is  a  very  general  feeling  throughout  the  State  that  the 
medical  laws  fail  in  accomplishing  the  very  purpose  for  which  they  were 
enacted  because  they  place  obstacles  in  the  way  of  educated  physicians, 
while  not  enough  effort  is  made  to  enforce  them  in  the  case  of  uneducated 
and  therefore  incompetent  practitioners.  This  inactivity  is  largely  due  to 
fear  that  the  medical  laws  are  not  adequate  to  suppress  irregular  prac- 
titioners. In  response  to  a  demand  which  was  expressed  in  a  resolution 
passed  by  this  Society  a  year  ago  your  committee  has  drawn  up  an  amend- 
ment to  the  medical  law  defining  the  practice  of  medicine,  which  we  hope 
this  Society  will  indorse.  At  the  same  time  we  urge  the  Society  to  appoint 
a  regular  counsel  and  make  an  effort  to  secure  the  enforcement  of  the 
medical  practice  act  throughout  the  State.  Nothing  this  Society  could  do 
would  so  increase  its  sphere  of  usefulness  and  cause  the  entire  profession 
to  rally  around  it  as  this  act  of  employing  counsel  to  co-operate  with  the 
various  counties  throughout  the  State  in  the  proper  enforcement  of  the 
medical  laws. 

Youf>ommittee  takes  great  pleasure  in  reporting  that  the  movement  to 
secure  a  State  hospital  for  the  care  of  tuberculosis  patients  has  been  suc- 
cessful, and  that  a  beginning  has  been  made  which  will,  in  time,  be  of  the 
greatest  benefit  to  the  State. 

Respectfully  submitted. 

Frank  Van  Fleet, 
Arthur  G.  Root. 
Ernest  Wexde, 

Committee. 


24  REPORT    OF    THE    COMMITTEE    ON"    HYGIENE. 

5.  Eeport  of  the  Committee  ox  Hygiene. 

To  the  Medical  Society  of  the  State  of  New  Yorh  : 

Your  Committee  on  Hygiene  respectfully  reports : 

To  those  especially  interested  in  the  subject  of  hygiene  the  events  of  the 
year  last  past  afford  substantial  reasons  for  encouragement. 

At  our  last  meeting  the  topic  of  hygiene  was  prominently  before  this 
Society  in  addresses,  communications,  and  discussions.  During  the  year 
important  hearings  were  held  before  legislative  committees.  The  Senate 
passed  a  bill  appropriating  $150,000  for  the  establishment  of  a  State  sana- 
torium for  the  treatment  of  incipient  consumptives,  and  although  the  oppo- 
sition in  the  lower  house  cut  this  appropriation  to  $50,000  they  were  unable 
to  prevent  the  passage  of  the  bill,  which  went  to  the  governor  and  was 
signed,  thus  enabling  the  closing  year  of  the  century  to  witness  a  socio- 
logical event  of  the  first  magnitude — the  State  of  New  York  making  the 
first  step  in  the  great  cause  of  State  prevention  of  consumption. 

Time  and  opportunity  to  hear  and  weigh  objections  to  the  proposition 
that  the  State  should  lead  in  the  cure  and  prevention  of  this  communicable 
disease  has  but  confirmed  your  committee  upon  the  importance  of  the 
subject — the  wisdom  and  timeliness  of  the  action  heretofore  taken  by  this 
Society — and  the  committee,  with  all  emphasis,  commend  the  principle  to 
your  fostering  care  and  once  more  recommend  the  necessary  legislation. 

The  attention  of  your  committee  has  been  directed  to  another  topic  in 
local  hygiene  closely  related  to  the  great  question  of  consumption  and 
perhaps  only  second  to  it  in  order  of  importance — the  housing  of  the  poor, 
particularly  the  poor  of  our  chief  city,  the  metropolis  of  all  the  Americas. 
In  the  city  of  New  York  this  question  of  the  unhygienic  housing  of  the 
poor  working-man  has  been  the  nightmare  of  sanitarians  for  more  than  half 
a  century.  How  practical  and  important  this  question  is  we  get  an  idea 
when  we  recall  that  two-thirds  of  the  people  of  the  city  live  in  tenement- 
houses,  many  of  these  without  adequate  air,  or  light,  or  space,  or  possibility 
of  cleanliness,  living  under  conditions  so  unnatural,  so  unhygienic,  that  dis- 
ease, poverty,  and  crime  in  an  alarming  degree  are  the  inevitable  incidents 
of  life.  Your  committee  commend  this  matter  of  work  for  the  better  hous- 
ing of  the  poor  as  a  subject  worthy  of  your  warm  and  active  sympathy  and 
support ;  and  with  greater  particularity  because  in  this  work,  as  in  many 
of  the  instances  of  State  medicine,  prevention  is  so  much  easier,  so  much 
cheaper,  so  much  more  economical  than  cure.  Your  committee  advise  that 
restrictive  ordinances  as  to  the  construction  of  buildings  intended  for  the 
occupancy  of  more  than  three  families  be  enacted  and  enforced  by  every 
municipality  in  the  State;  also  that  local  health  authorities  be  encouraged 
in  more  careful  inspection  and  more  fearless  condemnation  of  those  now 
known  or  believed  to  be  a  menace  to  our  public  health. 

The  State  of  New  York  annually  expends  some  $25,000,000  in  its  various 
charities,  and  the  greater  part  of  this  enormous  sum  is  a  penalty  for  our 
failing  to  protect  the  public  health. 

Many  think  this  is  a  speculative,  a  philosophic  proposition,  but  there  was 
never  a  more  intensely  and  exclusively  practical  proposition. 

Your  committee  has  also  given  consideration  to  the  significance  of  the 
evil  influence  upon  the  pubhc  health  of  the  two  communicable  diseases 
gonorrhoea  and  syphilis,  and  advise  that  efficient  steps  be  taken  to  protect 
our  people  from  these  diseases  by  bringing  to  bear  upon  them  the  principle 
of  isolation — a  principle  of  well-proven  effectiveness  in  the  control  of  com- 
municable diseases  from  the  days  of  Moses  and  the  health  ordinances  re- 
lating to  leprosy  down  to  the  placard  of  to-day  showing  that  there  is 
diphtheria  in  this  house. 

To  this  end  your  committee  invite  consideration  of  the  proposition : 
That  in  view  of  the  continued  existence  of  the  communicable  diseases 
gonorrhoea  and  syphilis,  of  the  great  influence  of  the  former  in  the  pro- 
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duction  of  blindness,  particularly  in  the  newly  born,  and  of  sterility  in  our 
young  men  and  of  pelvic  disease  and  sterility  in  our  young  women  ;  of  the 
importance  of  the  latter  as  a  many-sided  and  wide-reaching  factor  in  work- 
ing individual,  family,  and  racial  degeneration,  that  it  is  desirable  that 
these  maladies  be  included  in  the  list  of  communicable  diseases  requiring 
notification  and  registry ;  that  cities  having  boards  of  health  take  steps  to 
secure  the  registry  of  all  persons  having  the  diseases  named ;  that  such 
registration  be  lodged  with  the  health  authorities. 

The  intelligent  conviction  of  the  medical  profession  as  to  the  relation  of 
typhoid  fever  and  impure  water-supply  is  bearing  fruit.  The  cities  of 
Albany  and  Schenectady,  acting  under  judicious  advice,  have  taken  steps 
to  replace  an  infected  water-supply  with  pure  water,  with  the  prompt  and 
usual  result  of  immediate  and  emphatic  fall  in  the  typhoid  morbility  and 
mortality.  These  cities  need  no  more  to  be  classed  with  those  of  very  high 
typhoid  prevalence,  like  Alexandria  and  Cairo,  but  with  those  of  Very  low 
prevalence,  like  Munich  and  Vienna. 

The  result  in  Schenectady  seems  most  satisfactory  and  impressive. 
Previous  to  1897  this  city  had  the  unenviable  notoriety  of  the  highest 
typhoid  mortality  of  any  city  in  the  State — a  State  of  many  cities  with  dis- 
creditable typhoid  records — but  since  stopping  the  use  of  infected  water  the 
years  1898  and  1899  have  passed  with  the  lowest  typhoid  mortality  of  any 
of  the  twenty  chief  cities  of  the  State.  This  would  seem  a  favorable  occa- 
sion to  invite  your  attention  to  the  scandalously  high  typhoid  death-rate  of 
the  entire  State  as  compared  with  that  of  many  of  the  great  cities  of  Europe 
— cities  blessed  with  greater  civic  enlightenment,  purer  water-supply,  and 
comparative  immunity  from  typhoid  morbility  and  mortality. 

The  cities  of  Munich,  Vienna,  Hague,  Berlin,  Rotterdam,  Breslau,  Ham- 
burg, Zurich,  Amsterdam,  London,  Edinburgh,  and  Warsaw  are  supplied 
with  pure  water  and  have  an  average  annual  typhoid  death-rate  of  less  than 
8  per  100,000  population. 

The  cities  of  New  York,  Yonkers,  Kingston,  Utica,  Auburn,  and  Rochester 
are  those  of  this  State  having  the  better  water-supply  and  the  lower  typhoid 
mortality,  the  average  of  the  ten  years  preceding  and  including  1899  being 
20.66  per  100,000  population,  while  Oswego,  Buffalo,  Syracuse,  NewburglT, 
Poughkeepsie,  Amsterdam,  Binghamton,  Troy,  Elmira,  Watertown,  Niagara 
Falls,  Albany,  Cohoes,  and  Schenectady  use  or  have  used  an  infected  water- 
supply,  and  during  the  ten  years  preceding  and  including  1899  have  had 
an  average  annual  typhoid  mortality  of  53.71  per  100,000  population,  giving 
a  total  of  twenty  New  York  cities  with  an  average  typhoid  mortality  of  37.18 
as  compared  with  twelve  cities  of  Europe  with  a  typhoid  mortality  of  8. 

Here,  perhaps,  we  may  profitably  remind  ourselves  that  this  is  the 
Medical  Society  of  the  State  of  New  York ;  that  this  Society  should  repre- 
sent the  medical  profe.ssion  of  the  State,  and  that  in  sanitary  matters  the 
medical  profession  is  the  light  of  the  civic  consciousness,  the  inspiration  of 
the  civic  conscience. 

May  we  not  resolve  that  while  the  new  century  is  yet  young,  the  deliver- 
ance from  needless  typhoid  fever  which  has  been  brought  to  the  dwellers  at 
Albany  and  Schenectady  shall  in  like  manner  by  our  unceasing  diligence 
be  bestowed  upon  every  inhabitant  of  the  Empire  State? 

And,  further,  that  it  is  sometimes  desirable  to  consider  our  unworthiness 
and  th9;t^we  go  down  into  the  valley  of  humiliation  and  look  upon  these 
tell-tale  statistics  of  European  and  New  York  typhoid  mortality  and  see 
them  as  they  are — a  conclusive  demonstration  of  our  professional  inefficiency 
in  preventive  medicine  as  compared  with  our  more  fortunate  brethren  of 
Europe;  that  we  ask  ourselves  why  we  have  permitted  and  still  permit  this 
enormous  typhoid  death-rate — this  frightful  loss  of  time,  of  energy,  of  life — 
by  the  disease  of  all  the  communicable  diseases  the  most  easy  of  preven- 
tion? Why  we  are  in  sanitary  efficiency  in  preventive  medicine  so  far 
below   and   behind   our   brethren   of  Europe?     And  your  Committee  on 
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Hygiene,  in  making  answer,  would  remind  you  that  the  energy  of  the  gun 
is  never  more  than  the  potential  energy  of  the  powder  burned  in  the  dis- 
charge ;  that  the  profession  of  Europe  brings  to  the  attack  of  sanitary  prob- 
lems breech-loading  rifles  and  smokeless  powder,  while  we  of  the  State  of 
New  York  are  but  just  beginning  to  see  the  first  fruits  of  our  long  and  dis- 
couraging crusade  against  the  too  long-standing  habit  of  infecting  the 
medical  profession  itself  not  with  typhoid  water  or  tuberculous  milk,  but 
with  the  more  deadly  infection — the  ignorant  graduate  of  the  incom- 
petent medical  college. 

The  sanitary  problems  of  to-day  will  be  ma,stered  only  by  the  use  of 
modern  weapons  in  the  hands  of  men  of  the  highest  efficiency  and  com- 
petency. Bows  and  arrows,  totems  and  medals,  are  of  the  past,  not  of  the 
present  century. 

Again,  the  medical  profession  of  Europe  speaks  with  a  single  voice ;  while 
the  people  of  the  State  of  New  York,  where  they  should  be  encouraged, 
enlightened,  and  led,  are  confused,  disheartened,  and  angered  by  a  babel  of 
voices  from  physicians — homoeopathic  physicians,  eclectic  physicians,  asso- 
ciation physicians,  with  osteopaths  and  Eddyites  expected  to-morrow. 

To  return  to  our  military  figures.  The  sanitary  campaigns  of  the  Empire 
State  of  the  twentieth  century  will  be  efficientlj^,  creditably,  satisfactorily 
conducted  only  by  a  medical  profession  kept  at  the  highest  state  of  efficiency 
and  competency  by  State  examination  aad  Stpte  license,  and  united,  at  least 
for  the  purpose  of  promoting  the  public  health,  in  the  Medical  Society  of 
the  State  of  New  York. 

It  will  be  reason  for  thankfulness  and  congratulation  when  the  time  shall 
come  for  this  unification  of  the  medical  profession  if  the  organic  law  of  this 
Society  and  of  the  county  societies  in  affiliation  therewith  shall  be  found,  as 
now,  of  that  simple,  broad,  and  catholic  character  under  which  honest  and 
positive  men  united  by  many  common  beliefs  and  aspirations  can  agree 
upon  essentials  while  they  disagree  upon  that  which  is  less  essential  or 
non-essential. 

In  conclusion,  your  committee  may  be  permitted  to  observe  that  many 
signs  indicate  that  the  demands  of  the  present  century  upon  the  science  and 
the  art  of  the  hygienist  are  likely  to  be  more  trying  and  more  exacting  than 
those  of  the  last.  Competent  statisticians  confidently  predict  that  before 
this  century  closes  the  population  of  this  country  will  exceed  four  hundred 
millions  of  souls,  and  that  our  successors  in  the  Medical  Society  of  the  State 
of  New  York  will  be  responsible  for  the  lives  and  health  of  a  people  nearly 
as  numerous  as  the  present  population  of  the  nation.  History  has  demon- 
strated over  and  over  again  that  hygienic  problems  increase  in  difficulty 
and  perplexity  as  populations  become  more  dense,  as  nations  grow  older, 
as  wealth  and  luxury  increase.  History  also  abundantly  attests  the  seem- 
ing paradox  that  those  medical  men  are  the  more  prosperous,  the  more 
blest,  who  live  and  work  amidst  a  people  where  health  does  most  abound ; 
that  the  prevention  of  disease  wins  for  the  physician  his  highest  emolu- 
ments, his  chiefest  honors. 

The  men  to  do  this  work  must  be  men  equipped  with  high  personal  and 
professional  attainments,  inspired  by  high  ideals  of  duty  and  responsibility. 

Respectfully  submitted. 

Henry  R.  Hopkins, 
M.  A.  Veeder, 
John  H.  Pryor, 
Henry  L.  Elsner, 

J.  M.  MOSHER, 

Geo.  B.  Fowler, 

Committee. 
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6.  Report  of  the  Committee  on  Prize  Essays. 

The  prize  essay  "  Hernia  of  the  Urinary  Bladder"  might  have  had  a  title 
that  would  have  shown  the  object  of  the  author  more  distinctly.  Perhaps 
"  hernia  of  the  bladder  as  a  complication  of  the  operations  for  hernia  "  would 
have  been  better,  or,  better  still,  what  the  essayist  himself  calls  it  on  page  5, 
"hernial  cystocele."  But  that  is  of  little  moment;  of  greater  import  is  the 
question  whether  the  essay  before  us  has  anything  or  much  that  is  new,  or 
whether,  if  there  be  nothing  new,  the  presentation  of  the  subject  contains 
new  points  of  view,  or  new  anatomic,  pathologic,  or  therapeutic  sugges- 
tions. At  all  events,  a  new  essay  on  a  subject  the  history  of  which  is  very 
interesting — so  at  least  it  appears  to  your  committee — should,  when  printed, 
be  a  guide — both  historical  and  literary,  practical,  correct,  and  irrefutable — 
which  would  render  it  unnecessary  to  the  reader  to  look  for  information  in 
former  essays,  more  or  less  inaccessible.  Your  committee  cannot  say  that 
this  has  been  accomplished.  The  references  in  our  essay  are  ample,  but 
not  accurate  enough  for  ready  use.  That  is  to  be  deplored,  particularly 
because  previous  treatises  with  which  the  author  is  well  acquainted  supply 
the  want  we  feel  in  the  prize  essay  before  us. 

The  principal  modern  monographs  on  the  subject,  so  far  as  your  com- 
mittee is  informed,  are  all  quoted  in  the  Deutsche  Zeitschrift  fiir  Chirurgie, 
1893,  vol.  XXXV. ;  1897,  vol.  xlv. ;  1898,  vol.  xlvii.  The  authors  are  Dr. 
Aue,  Dr.  Hermes,  and  Dr.  Brunner.  The  last  fascicle  of  the  same  journal, 
published  a  few  weeks  ago,  contains  a  new  case  by  Dr.  R.  Fiith. 

In  our  own  literature  {Annals  of  Surgery)  there  is  a  review  of  fifty-eight 
cases  by  Dr.  B.  Farquhar  Curtis,  with  the  title  "  Wounds  of  the  Bladder  and 
Operations  for  Hernia,"  and  an  article  by  Dr.  Charles  L.  Gibson,  "  Personal 
Experience  in  Hernia  of  the  Bladder,  with  a  Table  of  Fortv-five  Cases" 
[New  York  Medical  Record,  1897,  vol.  li.). 

It  is  natural  and  proper  that  our  essayist  should  go  over  the  ground  of 
his  predecessors;  that  is  why  a  great  deal  of  information  may  be  gathered 
from  his  very  terse  and  condensed  pages.  Unfortunately,  however,  one 
source  of  information  has  been  neglected.  Of  a  subject  of  such  importance, 
the  history  is  very  interesting.  Now  it  is  claimed  by  older  authors  and  our 
essayist  that  the  first  to  describe  hernia  of  the  bladder  in  connection  with 
inguinal  hernia  is  Sala,  in  1520,  as  quoted  by  Verdier,  1769,  whom  everybody, 
including  Dr.  Gibson,  who  makes  the  same  mistake,  has  been  following 
since.  Brunner,  however,  in  1898,  in  a  paper  quoted  by  our  author  and  by 
your  committee,  proves  that  Giovanni  Domenico  Sala  lived  1579-1644. 
Thomas  Bartholin,  who  lived  1616-1680,  calls  him  "  praeceptor  olim  et 
amicus  noster."  Thus  the  year  of  Sala's  observation  is  probably  1620  and 
not  1520.  Really  the  first  to  discover  hernial  cystocele  was  Felix  Plater, 
who  lived  1536-1614.  Verdier  claims  the  year  1550  for  his  observation.  That 
must  be  a  mistake,  however,  for  in  1550  Plater  was  only  fourteen  years  old. 

This  mistake  of  our  author's  may  appear  an  oversight.  So  it  is.  But  it 
is  a  mistake  which  could  have  been  avoided  by  our  essayist,  who  had  an 
opportunity  to  know  the  facts.  A  monograph,  however,  which  is  worthy  of 
your  prize,  should  be  a  reliable  and  uncontrovertible  guide,  and  should  in 
the  opinion  of  your  committee  render  all  former  essays  on  that  subject 
superfluous.  We  cannot  say  that  this,  with  all  its  other  praiseworthy 
features,  was  accomplished  by  the  prize  essay  under  consideration. 

There  may  be  other  reasons  why  the  committee  came  to  the  conclusion 
that  the>ery  meritorious  paper  before  them  should  not  be  declared  worthy 
of  the  prize  of  this  Society.  When  Legrand,  in  1895,  wrote  he  knew  hernia 
of  the  bladder  of  the  right  side  only.  The  first  case  found  on  the  left  side 
seems  to  have  been  described  in  1896.  Our  author's  own  case  was  met  with 
on  the  left  side,  but  no  remark  is  made  on  the  subject  of  locality,  which  may 
still  become  of  great  value  from  an  etiological  point  of  view.  Of  Gibson's 
reported  forty-five  cases  there  were  sixteen  on  the  left  side. 

All  of  these  remarks,  however,  are  not  made  in  a  carping  spirit.     On  the 
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contrary,  we  repeat  our  opinion  that  the  paper  before  us,  though  brief  and 
concise,  is  interesting  and  instructive  to  a  very  high  degree;  that  it  is  also 
the  opinion  that  the  Medical  Society  of  the  State  of  New  York  should 
confer  its  prizes,  which  are  the  greatest  honors  it  can  bestow,  only  on  works 
that  furnish  either  new  facts,  new  discoveries,  new  points  of  view,  or  new 
applications  of  known  facts  or  of  former  discoveries. 

In  connection  with  another  essay  "  On  the  Measurement  of  the  Inter- 
ocular  Base  Line  and  the  Size  of  the  Metre  Angle,"  presented  to  your  Com- 
mittee on  Prizes,  it  labored  under  the  difficulty  of  having  to  decide  upon  the 
merits  of  a  paper  requiring  very  special  knowledge  to  write,  to  understand, 
and  to  pass  judgment  on.  That  is  why  your  committee  has  availed  itself 
of  the  aid  of  several  ophthalmic  authorities  kind  enough  not  to  refuse  it. 

The  instruments  invented  by  the  author  will,  without  doubt,  measure  the 
base  line  to  within  a  millimetre,  and  the  necessity  of  greater  accuracy 
than  that  is  not  apparent.  The  table  prepared  for  converting  metre  angles 
into  degrees  is  accurately  done  and  more  than  covers  the  necessary  ground. 

The  subject  is  one  of  the  physiological  questions  connected  with  the  eye, 
having  a  practical  application  in  the  proper  fitting  of  spectacles,  concerning 
the  centration  of  the  combination  of  the  spectacles  and  the  human  eye, 
for  all  eyes.  The  method  is  scientific,  well  described,  and  discussed ;  the 
apparatus  for  laboratory  purposes  is  quite  appropriate,  and  also,  in  certain 
cases,  for  the  consulting  room.  The  centration  of  eye  and  glass  is  of  great 
importance  for  higher  numbers  and  will  more  and  more  command  the 
attention  of  oculist  and  optician.  The  investigation  under  consideration 
is  a  step  in  this  direction. 

Fault  should  be  found  with  what  is  probably  a  clerical  error  only  on 
page  17  and  with  an  unimportant  mistake  in  an  appendix  table,  where  the 
decimals  in  the  alternate  columns  are  natural,  and  not,  as  stated  in  the 
heading,  logarithmal  sines. 

It  may  also  be  claimed  that  no  special  apparatus  is  necessary  to  measure 
the  base-line  to  within  a  millimetre  or  a  millimetre  and  a  half  at  most ; 
also  that  the  first  column  of  the  table  is  given  in  "  Graefe-Saemisch ;"  that 
the  approximate  values  for  any  of  the  numbers  in  the  first  twelve  columns 
are  of  greater  accuracy  than  is  ever  demanded  by  the  circumstances  under 
which  they  are  used ;  and,  finally,  that  the  rest  of  the  table,  though  correct, 
is  outside  the  domain  of  practical  use. 

Your  committee  is  of  the  opinion  that  the  value  of  a  paper  should  not 
be  estimated  only  by  the  immediate  practical  use  all  its  results  can  be  put 
to ;  that  there  is  indeed  enough  of  practical  importance  in  the  essay  pre- 
sented to  us  for  adjudication ;  that  the  scientific  spirit  exhibited  in  it  and 
the  accurate  labor  spent  on  it  should  be  appreciated  by  this  Society ;  and 
that  the  paper,  accompanied  with  the  motto  "  Perseverando  vinces,"  should 
be  awarded  the  annual  prize. 

[The  envelope  accompanying  the  essay  bearing  this  motto  contained  the 
name  of  Dr.  Lucien  Howe,  of  Buffalo,  to  whom  the  prize  was  awarded.] 

A.  Jacobi, 
J.  M.  Van  Cott, 
Wm.  C.  Krauss, 

Committee. 


7.  Keport  of  the  State  Board  of  Medical  Examiners. 

To  the  Medical  Society  of  the  State  of  New  York  : 

Herewith  on  behalf  of  the  State  Board  of  Medical  Examiners  is  presented 
its  annual  report,  which,  as  heretofore,  has  bearing  on  the  examinations  for 
the  academic  year  from  August  1,  1899,  to  July  31,  1900. 

There  were  four  licensing  examinations  during  this  time,  viz.,  in  Sep- 
tember,  January,   May,  and  June.    These  were   held   simultaneously    at 
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Buffalo,  Syracuse,  Albany,  and  New  York ;  792  candidates  appearin<^  for 
license,  the  total  rejections  being  143,  or  18.05  per  cent.  Before  the  board 
representing  this  Society  there  appeared  710  candidates,  of  whom  132,  or 
13.59  per  cent.,  were  rejected.  Before  the  homoeopathic  board  there  appeared 
58  candidates,  of  whom  5,  or  8.0  per  cent.,  were  rejected ;  and  before  the 
eclectic  board  there  appeared  24  candidates,  of  whom  6,  or  25  per  cent., 
were  rejected.  The  rejections  by  topics  were  as  follows:  Anatomy,  56; 
physiology  and  hygiene,  55  ;  chemistry,  38  ;  surgery,  58 ;  obstetrics,  40  ; 
pathology  and  diagnosis,  74  ;  therapeutics,  practice,  and  materia  medica,  34. 
The  total  number  of  answer  papers  examined  was  4970. 

Since  the  creation  of  the  boards  5600  candidates  have  been  examined,  of 
whom  1229,  or  21.9  per  cent.,  have  been  rejected.  Under  exemptions  in  the 
medical  laws  the  Regents  have  licensed  during  the  year  107  physicians. 
On  recommendation  of  this  Board  eight  diplomas  issued  before  the  law  took 
effect  have  been  legally  indorsed,  entitling  the  holders  to  register  in  any 
county  of  the  State.  Statistics  from  Director  Parsons'  annual  report  for 
1900  show  the  marked  superiority  of  the  graduates  of  New  York  State  medi- 
cal schools  in  the  licensing  tests.  From  New  York  State  graduates  there 
was  an  average  of  one  rejected  answer  paper  to  four  candidates ;  from 
graduates  of  other  schools  in  the  United  States  an  average  of  more  than 
one  rejected  answer  paper  to  each  candidate ;  and  from  graduates  of  foreign 
medical  schools  an  average  of  more  than  two  rejected  answer  papers  to  each 
candidate,  due  partly,  perhaps,  to  the  ignorance  of  English. 

The  Board  of  Medical  Examiners  representing  your  Society  at  its  last 
meeting  appointed  a  standing  committee  on  reciprocity,  a  subject  of  great 
importance  to  those  interested  in  maintaining  high  standards  in  licensing 
examinations.  It  is  hoped  that  reciprocity  may  be  established  with  justice 
to  ourselves  and  to  those  whom  the  State  medical  schools  educate  and 
whom  the  State  boards  license  as  well  as  with  equity  to  those  who  wish  to 
exchange  licenses  with  this  State.  The  standard  maintained  by  the  pro- 
fession in  this  State  is  high,  not  only  in  its  medical,  but  as  well  in  its 
academic  exactions.  It  is  due  to  the  failure  of  the  other  State  boards  to 
meet  this  high  standard  that,  in  keeping  with  the  opinion  of  the  attorney- 
general  of  the  State,  it  has  been  impossible  for  us  heretofore  to  accept  the 
individual  credentials  of  possibly  well-equipped  men  whose  licenses  ema- 
nated from  other  State  boards.  The  present  plan  of  procedure  will  not 
necessitate  amendments  to  the  New  York  law,  and  it  is  hoped  that  when 
next  this  body  reports  to  the  parent  body  a  substantial  factor  will  have 
been  gained  whereby  at  least  one  neighboring  State  will  have  made  it 
possible  for  us  to  vise  its  licenses  as  many  States  now  vise  licenses  issued 
under  the  seal  of  the  Regents  of  the  University  of  the  State  of  New  York. 

The  following  officers  have  been  elected  for  the  ensuing  academic  year: 

President,  Dr.  William  Warren  Potter. 

Secretary,  Dr.  Maurice  J.  Lewi. 

Syllables  and     f  Dr.  George  Ryerson  Fowler, 
Question  Com.,  \  Dr.  M.  J.  Lewi. 

Very  respectfully, 
William  Warren  Potter,  Maurice  J.  Lewi, 

President.  Secretary. 


ANNIVERSARY  ADDRESS. 


RADICAL  CURE  OF  INGUINAL  HERNIA. 


By  a.  M.  PHELPS,  M.D., 

NEW  YORK. 


Gentlemen  :  I  appreciate  the  very  great  honor  which  you 
have  conferred  by  electing  me  to  the  highest  position  in  the  gift 
of  the  Medical  Society  of  the  State  of  New  York,  aud  it  is  with 
the  profoundest  feeling  of  appreciation  and  pleasure,  mingled  with 
no  small  degree  of  misgiving,  that  I  attempt  to  deliver  to-day  the 
ninety-fifth  annual  address.  The  misgiving  which  I  feel  is  due 
to  the  fact  that  the  annual  address  has  almost  always  been  upon 
the  broad  subject  of  medicine  or  surgery,  marking  the  advances 
that  have  been  made  in  either  during  the  last  century  or  centuries; 
but  the  subject  has  been  thoroughly  covered  in  many  of  the 
addresses  which  I  have  examined,  and  which  have  appeared  from 
time  to  time  in  our  periodicals.  I  feel  it  would  be  simply 
threshing  over  old  material — the  review  of  which  might  be  inter- 
esting, but  which  would  add  nothing  to  what  has  already  been 
published  -hence  I  resolved  to  present  to-day  the  subject  of 
^^The  Radical  Cure  of  Inguinal  Hernia.'^ 

There  is  probably  no  surgical  affection  which  has  commanded 
more  attention  from  the  profession  or  wrought  more  disaster  to  the 
human  family  than  inguinal  hernia.  When  we  remember  that 
for  hundreds  of  years  no  rational  operation  had  been  attempted 
for  the  relief  of  strangulated  hernia,  and  knowing  full  well  the 
frequency  of  that  dangerous  malady  and  the  frightful  mortality 
— amounting  to  more  than  75  per  cent,  when  not  treated  surgically 
— we  can  fully  appreciate  the  importance  of  preventing  the  occur- 
rence of  strangulated  hernia  by  a  rational  operation  before  strangu- 
lation takes  place. 
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For  more  than  two  thousand  years  surgeons  of  every  decade 
and  century  have  proposed  and  performed  operations  based  upon 
some  theory  or  other  to  prevent  the  descent  of  the  intestine  into 
the  inguinal  canal,  always  meeting  with  a  signal  failure;  and  it 
may  seem  strange,  but  still  it  is  true,  that  not  until  twelve  years 
ago  was  any  operation  performed  that  would  receive  one  moment^  s 
consideration  to-day  from  any  surgeon  who  is  familiar  with  the 
subject. 

Bull  reported  134  cases  in  1890,  and  confessed  that  his  ^^  obser- 
vations go  to  strengthen  the  conviction  that  all  methods  of  radical 
cure  will  be  found  unsatisfactory.''  And  this  experience  of  Bull 
was  the  experience  of  all  surgeons.  Bull  followed  Socin's  method 
— that  is,  excision  of  the  sac  after  ligation;  then  Banks'  method  : 
excision  and  ligation  of  the  sac,  with  suture  of  the  pillars  of  the 
external  ring;  then,  subsequently,  the  entire  canal  w^as  stitched 
up  after  the  sac  ^vas  ligated  and  excised.  He  reported  27  per 
cent,  of  relapses  within  the  year  after  the  first  operations;  40  per 
cent,  from  the  second  method;  and  42  per  cent,  from  the  third. 
He  states^  that 

^^  As  to  results  being  no  better  by  the  complicated  method  of 
the  suture  of  the  ring  alone  or  of  the  ring  and  canal  than  by  the 
simpler  method  of  excision  of  the  sac  after  ligature,  I  shall  confine 
myself  to  that  method  of  operation  until  other  procedures  which 
have  stood  the  test  of  years  make  a  more  promising  showing." 

From  a  series  of  136  cases  there  remained  only  four  which  had 
been  over  four  years  without  recurrence.  In  his  second  paper 
Bull  further  states : 

^^  Now  that  ten  years  have  elapsed  since  the  modern  surgical 
operations  have  been  in  vogue,  we  ought  to  hear  of,  or  have 
presented  to  us,  patients  who  have  been  more  than  five  years  at 
the  least  without  relapse.  We  could  naturally  expect  to  see  such 
tiases  occasionally  at  a  special  hospital;  but  there  are  none  such." 

We  wall  return  to  the  consideration  of  modern  operations  after 
first  glancing  at 

A  Brief  History  of  the  Operations  for  Hernia.  The 
history  of  the  operations  for  hernia  has  a  direct  bearing  upon 
modern  methods.  So  far  as  the  literature  upon  the  subject  can 
be  traced,  Celsus  appears  to  be  the  first  who  attempted  an  opera- 

1  Bulletin  of  the  Johns  Hopkins  Hospital,  1893,  vol.  iv.,  p.  29. 
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tion  for  the  cure  of  hernia  in  the  first  century.  His  description 
of  his  methods  is  very  vague,  but  he  seems  to  have  understood 
the  anatomical  and  mechanical  principles  accurately.  He  made  a 
free  incision  down  upon  the  hernial  sac  and  pushed  the  omentum 
back.  The  sac  was  then  tied  off  and  the  wound  closed.  The 
probabilities  are  that  he  stitched  together  the  pillars  of  the  ring 
and  all  of  the  soft  parts.  His  operation,  however,  was  confined 
chiefly  to  children.  He  seldom  performed  it  on  patients  in  adult 
life. 

Heliodorus,  one  hundred  years  later,  describes  an  operation 
which  he  performed — one  very  similar  to  that  of  Celsus  and 
closely  resembling  nearly  all  the  modern  operations.     He  says  :^ 

^^  We  must  cut  off  the  hernial  sac  with  great  care.  If  we  take 
off  less  than  is  protruded  the  result  will  be  the  production  of  a 
new  hernia,  for  the  edges  of  the  wound  w^ill  be  slack  and  the 
way  prepared  for  the  slipping  out  again  of  the  intestine.  If  one 
resects  more  than  is  protruded,  then  the  hernia  will  recur,  for  the 
edges  of  the  peritoneum,  because  of  the  too  great  resections,  can- 
not be  brought  together  and  the  patient  is  in  danger  because  the 
normal  parts  have  been  taken  away/' 

So  we  see  that  he  was  fully  alive  to  the  fact  that  if  the  perito- 
neum and  trans versalis  fascia  retracted  a  weak  point  was  left  in 
the  abdominal  wall;  and  it  is  for  this  very  reason  that  in  my 
writings  I  have  described  this  accident,  which  I  have  observed 
post-mortem  after  ligation  of  the  sac,  and  have  advised  surgeons 
never  to  think  of  ligating  the  sac,  because  the  ligature  is  likely 
to  cut  through  the  peritoneum  and  trans  versalis  fascia,  allowing 
them  to  retract,  leaving  a  large  surface  exposed  with  no  fibrous 
material  to  prevent  the  escape  of  the  intestine.  Instead  of  ligat- 
ing the  sac  it  ought  always  to  be  cut  off  and  stitched  up,  exactly 
as  is  done  in  any  other  abdominal  wound.  This  operation  of 
Heliodorus  is  certainly  as  efficacious  as  any  of  the  modern  opera- 
tions up  to  1888  and  of  many  that  have  been  performed  since 
that  day. 

Dr.  Henry  Bryant,  of  Boston,  published  in  1846  a  Treatise  on 
the  Radical  Cure  of  Inguinal  Hernia,  for  which  the  Boylston 
prize  was  awarded  the  author.  I  am  indebted  to  that  treatise 
for  many  valuable  historical  facts. 

1  Lehrbuch  der  Chirurgie,  Band  iii.,  Edward  Albert. 
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Up  to  1846  cauterization,  ligation  of  the  sac  and  s})ermatic  cord 
subciitaneously,  suturing  of  the  canal  and  the  sac  either  subcuta- 
neousiy  or  through  an  open  wound,  excision  of  the  whole  or  part 
of  the  sac,  castration  together  with  the  actual  cautery  applied  to 


Fig.  1. 


produce  sloughing  of  the  parts,  are  vividly  described.  Caustics 
were  applied  to  the  skin  just  over  the  external  ring;  the  skin, 
the  sac,  and  sometimes  the  periosteum  were  destroyed,  which 
produced  exfoliation  of  the  bone.  It  w^as  supposed  that  the  scar 
which  followed  would  be  sufficient  to  prevent  relapse.     This  idea 

1  Illustrations  reproduced  by  the  courtesy  of  Wm.  Wood  &  Co. 
Med  N  Y  3 
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that  scar-tissue  would  prevent  relapse  was  the  fundamental  prin- 
ciple in  McBurney's  operation.  Subsequently,  an  incision  was 
made  down  and  a  caustic  was  applied  to  the  neck  of  the  sac. 
This  barbarous  treatment  resulted  in  a  very  great  mortality  and 
relapses  always  followed. 

A  red-hot  iron  was  applied  over  the  external  ring,  burning 
deeply  to  the  bone.  This  was  a  favorite  operation  daring  the 
early  part  of  the  Christian  era  and  also  during  mediaeval  times. 
Ligatures  were  applied  in  different  manners — subcutaneously  or 
after  an  incision  had  been  made. 

These  ligatures,  as  they  were  passed  around  the  sac  either  with 
or  without  the  cord,  were  tied  with  pieces  of  wood  which  were 


Fig.  2. 


placed  over  the  integument,  and  the  pressure  induced  sloughing, 
and,  of  course,  in  due  time  the  ligature  came  away.  It  is  need- 
less to  say  that  all  these  operations  were  attended  with  a  high 
rate  of  mortality  and  relapses  always  occurred. 

Suturing  was  a  favorite  method  ev^en  during  the  present  cen- 
tury; then  came  the  craze  for  the  removal  of  the  testicle  together 
with  the  cord  and  sac,  and  it  is  only  within,  comparatively 
speaking,  recent  times  that  laws  were  passed  in  France  to  prevent 
this  needless  mutilation.  Paul  of  J^gina,  in  the  seventh  century, 
was  probably  the  first  to  introduce  the  idea  of  castration.  He 
removed    the    testicle,    the   cord,    and    the   sac.       Tiie   barbaric 
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methods  of  mediaeval  times  were  much  employed  by  the  Aral)ians, 
but  were  not  fully  indorsed  by  Ambroise  Pare,  who  discarded 
many  of  these  methods.  He,  howev^er,  employed  the  subcutaneous 
ligature  (see  Fig.  1). 

Fig.  2  illustrates  the  method  of  applying  the  double  and  single 
truss  by  Ambroise  Pare  either  before  or  after  an  operation  for 
hernia.  The  principles  are  correct  and  they  might  be  applied 
with  profit  and  benefit  by  modern  truss  fitters. 

Subcutaneous  ligation  of  the  sac  has  been  used  by  eminent 
surgeons  during  the  nineteenth  century,  and  they  have  claimed 


Fig.  4. 


brilliant  results.  The  mortality  has  been  placed  as  high  as  7  per 
€ent.  These  ligations  are  performed  either  through  an  open 
w^ound  or  subcutaneously  at  the  external  ring. 

It  was  not  until  the  sixteenth  century  that  a  cutting  operation 
was  done  for  incarcerated  hernia.  This  was  performed  by  Pierre 
Franc^  an  uneducated  rupture  and  stone-cutter.  From  his  day 
until  the  beginning  of  the  present  century  surgeons  have  from 
time  to  time  performed  his  operation. 

Sir  Astley  Cooper  certainly  comprehended  all  there  was  of  the 
past  and  of  his  day  in  his  Treatise  on  Hernia,  and  no  doubt  his 
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work  has  contributed  more  toward  the  rational  treatment  of 
strangulated  hernia  than  that  of  any  other  surgeon. 

AVe  find  the  profession,  which  accepted  the  operation  during 
the  century,  divided  about  equally  on  the  questions  whether  the 
operation  should  be  performed  as  an  extraperitoneal  or  as  an 
intraperitoneal  operation. 

Another  favorite  method  was  the  introduction  of  foreign  bodies 
into  the  hernial  sac,  the  object  being  to  produce  a  mass  of  new 


Fig.  5. 


inflammatory  material  which  would  prevent  the  descent  of  the 
intestine.  The  injection  of  irritating  fluids  within  or  outside  of 
the  hernial  sac  became  a  favorite  method.  But  of  all  the  methods 
of  mediaeval  times  the  one  that  has  survived  is  subcutaneous 
suture,  which  has  been  ])ractised  almost  up  to  the  present  time  in 
Great  Britain  and  Italy.  In  1882  Dr.  J.  H.  Warren  wrote  a 
book  advocating  the  injection  method,  which  is  essentially  the 
same  as  Heaton's.     The  injection  of  alcohol  is  quite  popular  at 
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the  present  time  among  certain  surgeons  in  France.  The  intro- 
duction of  antiseptic  surgery  has  j)laye(l  a  very  important  part 
in  revolutionizing  the  operative  methods  for  the  cure  of  inguinal 
hernia,  and  following  upon  it  was  an  operation  resembling  very 
closely  that  of  Heliodorus — that  is,  ligation  of  the  neck  of  the 
sac  with  extirpation  and  closing  of  the  canal. 

In  1804  J.  C.  Warren  first  began  to  operate  upon  strangulated 
hernia,  applying  methods  which  he  had  learned  from  Sir  Astley 


Fig.  C. 


Cooper,  but  he  met  with  the  greatest  of  opposition  from  the  pro- 
fession, and  it  was  not  until  years  after  that  the  proper  plan  of 
operating  for  strangulated  hernia  was  accepted  by  the  profession 
of  America.  It  is  due  to  the  work  of  Sir  Astley  Cooper  and  J. 
C.  Warren,  of  Boston,  that  the  operation  for  strangulated  hernia 
was  accepted  by  the  profession  of  Europe  and  America. 

Dr.  Henry  O.  Marcy,  of  Boston,  seems  to  have  been  the  first 
to  operate   upon   strangulated   hernia,  in   1871,   using  antiseptic 
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methods  and  absorbable  buried  sutures  of  catgut.  Czerny, 
Aunandale,  and  Steele  had  already  operated  upon  hernia,  fol- 
lowing closely  the  methods  of  Heliodorus,  when  Marcy  operated 
upon  a  case  of  non-strangulated  hernia  in  1878.  We  must  give 
to  Marcy  the  credit  of  introducing  the  absorbable  catgut  suture 
and  the  antiseptic  precautions  introduced  by  Lister.  In  the 
Vienna  Medicinische  Wochenschrift,   22,   1877,   are   reported   the 
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first  seven  cases  of  Czerny.  He  ligated  the  sac  and  stitched 
up  the  pillars  of  the  ring,  which  he  sutured  with  catgut,  with 
drainage.  Czerny' s,  Marcy' s,  Steele's,  and  Annandale's  opera- 
tions all  seemed  to  be  very  similar.  The  chief  point  in  the  opera- 
tion was  the  ligation  of  the  sac  and  stitching  up  the  pillars  of 
the  ring.  Macewen's  operation  was  similar,  except  the  treatment 
of  the  sac,  which  was  folded  up  over  the  internal  abdominal  ring. 
All  of  these  methods  have  been  tried  by  Bull,  Weir,  and  other 
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surgeons,  but  relapses  have  been  so  frequent  that  in  this  country 
they  all  have  been  abandoned.  Kocher's  operation  differs  from 
all  others  in  one  respect — he  brings  the  sack  out  through  an 
opening  in  the  external  oblique  and  cuts  away  a  large  portion  of 
the  sack  before  transplanting. 

In  the  Transactions  of  the  American  Medical  Association  for 
1852,  vol.  v.,  will  be  found  a  very  interesting  account  of  the 
status  of  the  operation  for  hernia  published  by  the  committee 
appointed  by  that  association,  the  chairman  of  which  was  George 
Hay  ward,  of  Boston,  to  inquire  into  the  various  methods  of 
operation.  In  answer  to  a  circular  letter  sent  out  by  the  com- 
mittee Heaton  refused  absolutely  to  give  a  description  of  his 
method  of  injection;  Watson,  of  Xew  York,  used  the  subcutaneous 
method  as  recommended  by  Pancoast ;  Eve,  of  Augusta,  Ga., 
introduced  pins,  according  to  the  method  of  Bonnet,  a  portion  of 
the  scrotum  being  invaginated;  Heminway,  of  Derby,  opened 
the  sac  and  brushed  it  over  with  tincture  of  iodine  on  the  inside 
after  reducing  the  contents  of  the  sac;  Pond,  of  Griggsville,  cure  ^ 
all  of  his  cases  by  pressure,  and  Merriam,  of  Topsville,  Mass., 
removed  a  portion  of  the  omentum  in  femoral  hernia. 

Still  in  all  of  them  there  had  been  learned  a  very  important 
lesson,  and  as  time  went  on  there  was  a  better  conception  of  the  re- 
quirements of  an  operation,  until  finally  there  were  introduced  to 
the  profession  others  which  come  the  nearest  to  perfection  of  any. 
I  allude  to  Bassini's,  Halsted's,  and  an  operation  the  description 
of  which  I  published  in  1894  and  which  I  will  present  to  you 
to-day. 

Bassini,  in  March,  1888,  reported  102  cases  before  the  congress 
of  Italian  surgeons,  describing  his  operation,  which  w^as  the  be- 
ginning of  a  new  era  in  the  radical  operation  for  hernia.  He 
believed  that  the  cord  played  a  very  important  part  in  producing 
relapse;  therefore,  to  obviate  this  important  factor,  he  trans- 
planted it  through  the  transversalis  and  internal  oblique  muscles, 
stitching  up  these  two  muscles  underneath  the  cord,  after  -svhich 
the  aponeurosis  of  the  external  oblique  was  stitched  over  it, 
togetlter  with  the  skin  and  cellular  tissue.  There  is  no  doubt 
that  Bassini  was  the  first  to  recommend  the  transplantation  of 
the  cord  in  the  operation  for  hernia,  and  his  stitching  was  done 
with  absorbable  catgut. 

I  shall  consider  these  points  a  little  later. 
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In  November,  1889,  Halsted'    described  his  operation       TT. 
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one  and  a  ],alf  to  two  inches  than  the  so-called  neck  of  the  sac- 
then  .nterrupted  strong  silk  sutures,  passed  so  as  to  2Ze 
everyth,ng  between  the  skin  and  the  periLneun,,  are  us  d  to  c£ 
the  deeper  portion  of  the  wound,  which  is  sewed  from  the  puWs 
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to  the  outer  upper  angle  of  the  incision.  The  cord  now  lies  super- 
ficially to  these  sutures  and  penetrates  through  the  abdominal 
muscles  about  one  inch  to  the  inner  side  of  the  anterior  superior 
spine  of  the  ilium.  The  transplantation  of  the  cord,  according 
to  Halsted,  is  the  proper  method,  in  my  opinion.  So  we  see  that 
there  is  a  vast  difference  between  the  operation  of  Bassini  and 
that  of  Halsted.  In  Bassini' s  operation  the  cord  lies  underneath 
the  external  oblique  and  relapses  must  occur,  and  the  canal  is 
not  so  perfectly  obliterated,  owing  to  the  presence  of  the  cord; 
whereas  in  Halsted' s  operation  the  cord  lies  external  to  all  of 
the  muscular  layers. 

In  a  subsequent  paper  of  Halsted's,^  he  reports  a  large  number 
of  cases  in  which  he  resected  the  veins  of  the  cord.     In  109  cases 
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operated  upon  by  Halsted  in  which  the  veins  were  excised  he 
claims  that  there  were  no  relapses.  In  eighty-six  cases  in  which 
the  veins  were  not  excised  he  reports  that  there  were  eight 
relapses,  or  9  per  cent.  Atrophy  of  the  testicle  was  observed  in 
a  number  of  cases  in  which  the  veins  were  excised,  and  it  is  a 
question  in  my  mind  whether  we  are  justified  in  submitting  the 
patient  to  an  operation  which  will  result  in  the  loss  of  a  testicle 
w^hen>4^y  other  methods  we  can  surely  prevent  relapse. 

Now,  in  regard  to  the  results  of  Bassini' s  operation.     In  De 
Garmo's  article,-  reporting  250  Bassini  operations,  he  says: 
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^^  Xext  iu  importaace  to  its  safety  is  the  consideration  of  the 
permanence  of  the  cure.  In  a  paper  on  this  subject,  read  before 
this  body  in  1895,  I  ventured  to  predict  that  permanent  cures 
would  be  90  per  cent.  I  think  this  estimate  is  too  low,  and  do 
not  hesitate  to  advance  it  to  95  per  cent.^' 

Professor  Girard,  of  the  University  of  Berne,  stated  to  me  last 
summer  at  the  time  I  demonstrated  my  operation  to  him  that 
the  relapses  following  Bassini's  operation  would  fall  between  15 
and  25  per  cent,  or  even  larger.  Dr.  Kuemmel,  of  the  Ependorf 
Hospital,  Hamburg,  Germany,  stated  to  me  that  the  relapses  in 
his  hands  from  Bassini's  operation  would  be  more  than  20  per 
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cent.  Thus  we  have  from  Halsted  himself  the  statement  of  the 
percentage  of  relapses,  and  also  from  other  eminent  operators,  in 
regard  to  Bassini's  operation.  These  two  operations  are  based 
upon  the  following  principles  : 

That  a  partial  or  perfect  obliteration  of  the  inguinal  canal  is 
important,  facilitated  by  the  transplantation  of  the  cord  from  the 
canal,  and  the  perfect  coaptation  of  all  of  the  muscles  and  the 
union,  and  the  removal  of  the  sac  are  imperative.  Not  only 
stitching  up  of  the  pillars  of  the  ring  but  of  the  entire  inguinal 
canal  should  be  done.  So  far  as  these  principles  go  they  are 
correct,  but  they  do  not  take  into  considei'ation  certain  anatomical 
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facts  that  are  present  in  almost  all  cases  of  inguinal  hernia,  espe- 
cially in  adult  life.  Unquestionably,  the  early  ancestors  of  the 
human  family  were  quadrupeds,  and  their  normal  position  was 
horizontal  and  not  erect.  In  them  the  pressure  of  the  internal 
abdominal  organs  was  in  the  hypogastric  region  and  not  the  epi- 
gastric. This  accounts  for  the  great  strength  of  the  abdominal 
walls  in  the  region  above  the  umbilicus  and  the  weakness  below. 
At  the  time  of  the  ^^  fall  of  man,"  from  the  horizontal  to  the 
upright  position,  the  viscera,  instead  of  making  pressure  upon 
the  strong  hypogastric  region,  found  themselves  impinging  against 
the  weakened  epigastrium;  and  then,  again,  by  some  peculiar 
freak  of  nature  in  the  early  life  of  the  foetus  the  testicle  develops 
behind  and  below  the  kidney  (see  Figs.  3  and  4).  Partially 
organized  material  extends  from  the  testicle  down  to  the  bottom 
of  the   scrotum  (Fig.  4) — the  guberuaciilum  testis — and  by  the 


Fig.  11. 


contraction  of  this  gubernaculum  testis  the  testicle  is  gradually 
drawn  downward  and  over  the  pubis  into  the  scrotum,  taking 
with  it  a  fold  of  the  peritoneum  (Fig.  3).  This  fold  of  the  peri- 
toneum in  the  normal  condition  becomes  obliterated,  leaving  the 
testicle  covered  with  a  small  sac  known  as  the  tunica  vaginalis. 
The  very  fact  that  this  organ  has  been  dragged  down  through  the 
abdominal  parietes  necessarily  weakens  it.  And  then,  again,  if 
by  any  chance  the  peritoneal  cavity  is  not  obliterated,  the  intes- 
tine finds  its  way  dow^n  along  the  track  taken  by  the  testicle, 
gradually  distends  the  opening,  and  by  pressure  destroys  the 
muscular  fibres  in  this  region  (see  Figs.  5  and  6);  or  if  by  vio- 
lence or  from  any  other  cause  the  intestine  is  protruded  downward, 
carrying  the  peritoneum  with  it  through  the  internal  abdominal 
ring,  it  is  bound  to  destroy  or  attenuate  the  muscular  tissue  in 
this  region,  adding  to  the  normal  weakness  of  the  parts  (Figs.  7 
and  8). 
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Now  let  US  ask  you,  bow  is  it  possible,  when  destruction  of  the 
normal  muscular  tissue  of  the  abdominal  walls  has  taken  place, 
to  unite  it  in  such  a  manner  as  to  act  as  a  barrier  against  the 
pressure  from  within?  It  is  an  impossibility,  and  this  very  fact, 
together  with  one  other,  is  the  cause  of  relapse  in  any  form  of 
operation  that  I  have  already  described.  The  other  reason  why 
relapse  takes  place  is  that  there  is  no  effort  made  on  the  part  of 
the  surgeon  to  reproduce  this  tissue  which  has  been  destroyed  by 
pressure,  and  to  prevent  the  stretching  of  connective  tissue  which 
always  results  from  wound  healing.  Even  when  primary  union 
of  tissues,  which  are  to  sustain  pressure,  takes  place,  the  stretch- 
ing of  the  connective  tissue  at  the  point  of  union  is  likely  to  occur. 
Then  we  can  readily  see  why  so  many  relapses  follow  the  opera- 
tions of  Bassini,  Halsted,  and  others. 


Fig.  12. 


McBurney  in  his  operation— which  is  so  well  understood  by 
everyone  that  it  requires  no  description  here — contemplated  the 
formation  of  a  large  amount  of  scar-tissue,  which  was  supposed 
to  prevent  relapse,  but  the  most  lamentable  relapses  1  have  seen 
followed  that  operation. 

In  the  City  Hospital  (New  York),  which  is  the  dumping-ground 
for  all  the  hospitals  of  the  city,  these  cases  of  relapsed  hernias 
following  McBurney's  and  other  operations  were  transferred  to 
us  after  they  had  been  operated  upon  from  one  to  five  times  by 
our  very  best  surgeons.  We  were  in  a  quandary  as  to  what  should 
be  done  with  them.  Trusses  could  not  be  applied,  and  the  best 
we  could  do  was  to  adjust  large  bandages  to  hold  them  and  make 
the  patient  comfortable.  My  colleagues — Dr.  James  E.  Kelly 
and  Dr.  Constantine  J.  Maguire — and  I  were  constantly  attempt- 
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ing  to  close  these  hernias,  but  the  effort  always  resulted  in  failure. 
It  was  the  hopeless  condition  of  those  unfortunate  individuals  which 
led  me  in  1892  to  begin  another  line  of  work.  I  found  that  when 
these  relapsed  hernias  were  opened  the  muscular  tissue  was  almost 
entirely  destroyed,  and  all  that  was  left  to  deal  with  were  masses 
of  attenuated  scar-tissue  and  fascia.  I  conceived  the  idea  that 
if  I  could  introduce  into   the  inguinal  canal   a  fine  silver-wire 
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filigree  or  mattress  (see  Fig.  9)  and  stitch  up  the  canal  with  a 
continued  suture  of  fine  silver  wire  after  having  transplanted  the 
cord  through  all  the  abdominal  parietes  downward  and  outward 
where^he  least  pressure  would  come,  I  might  possibly  get 
reproduction  of  lost  material  and  the  wire  would  prevent  the 
stretching  of  the  connective  tissue  and  reproduced  material.  I 
operated  upon  several  cases.  In  the  winters  of  1892-93  and 
1893-94  some  of  these  cases  were  presented  together  with  a  paper 
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on  the  subject  to  the  Surgical  Section  of  the  New  York  Academy 
of  Medicine  in  the  spring  of  1894.^  At  that  time  I  knew  nothing 
of  Halsted's  operation,  and  Bassini's  operation  was  just  beginning 
to  be  exploited  in  this  country.  The  conclusions  at  which  I 
arrived  proved  to  be  correct.  That  portion  of  the  abdominal 
parietes  became  the  strongest,  and  in  none  of  those  cases  did  I 
see  a  relapse.     It  must  be  remembered  that  our  cases  at  the  City 


Fig.  14. 


Hospital  are  from  the  broken-down  class,  usually  drunkards  and 
old  men  with  relapsed  hernia;  certainly  the  most  difficult  class 
to  make  a  favorable  record  in. 

I  dwelt  in  that  original  paper  at  great  length  upon  the  manage- 
ment of  the  sac,  which  I  think  is  of  no  im2)ortance  whatev^er. 


1  See  American  Medical  and  Surgical  Bulletin,  March  15, 1894,  p.  365  ;  also  New  York 
Medical  Journal,  April,  181)4. 
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The  ligation  of  the  sac  is  absohitely  wronti;,  for  the  reason  that 
the  peritoneum  and  transversalis  fascia  are  likely  to  l)e  cut 
through  and  retract,  leaving  a  large  surface  uncovered  by  this 
dense  fibrous  tissue. 

The  folding  u])  of  the  sac  recommended  by  Macewen,  the 
transplanting  of  it  according  to  Kocher,  the  inversion  of  the  sac 
into  the  abdominal  cavity  bv  the  different  methods  of  inversion 


Fig.  15. 


which  I  advocated  at  that  time,  I  have  discarded.  In  all  my 
abdominal  work  I  have  eliminated  the  use  of  absorbable  suture 
materiai>as  also  did  I  that  of  silk,  on  account  of  the  great  diffi- 
culty of  sterilizing  it,  and  then  frequently  I  was  called  upon  to 
remove  it  months  after.  Silkworm-gut  is  a  piece  of  rigid  wire 
that  is  worse  than  useless  in  any  soft  parts;  it  nearly  always  finds 
its  way   to  the  surface.      The  fine-spun   silver  wire   is  an   ideal 
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suture  for  closing  abdominal  wounds.  Kangaroo  tendon  is  no 
better  than  cliromicized  catgut;  in  fact,  nine-tenths  of  the  material 
sold  for  kangaroo  is  catgut. 

The  use  of  silver  wire  is  by  no  means  new.  It  has  been 
used  for  hundreds  of  years  in  surgery,  as  have  also  catgut  and 
silk,  but  the  method  of  using  it  to  make  it  a  success  is  another 
proposition.  The  plan  which  I  employed  I  am  sure  is  correct,  and 
I  have  proved  it  after  years  of  careful  work.  Agnew  introduced 
w^ire  into  gynecological  work  nearly  half  a  century  ago,  and 
Gross  had  already  used  it,  but  they  used  it  in  interrupted  sutures 
in  hernia,  as  did  also  Halsted.  This  manner  of  using  silver  wire 
is  entirely  wrong,  as  it  does  not  become  anchored  in  the  tissues, 
and  will  certainly,  on  account  of  motion,  find  its  way  to  the  sur- 
face sooner  or  later.  We  introduce  wire  into  bone,  and  when 
the  ends  of  the  wire  are  well  pounded  into  the  substance  of  the 
bone  no  trouble  arises  from  it.  If  it  is  introduced  by  a  continued 
suture  into  the  soft  parts  it  will  give  no  disturbance  whatever. 
Suppuration  is  not  so  likely  to  occur  from  the  use  of  silver  wire 
as  from  any  material  of  which  I  know.  Prof.  Schede,  of  Bonn, 
Germany,  uses  the  silver  wire,  as  I  have  described  it,  both  in 
hernia  and  in  closing  the  abdominal  cavity,  as  do  also  other 
surgeons  in  Germany. 

The  statement  which  is  frequently  made  by  surgeons  that  the 
wire  will  cut  out  is  absolutely  erroneous  when  employed  as  I  use 
it.  If  the  pillars  of  the  ring  are  stitched  together  with  inter- 
rupted sutures  it  will  surely  cut  out;  but  with  a  continued 
suture,  introduced  as  I  will  soon  describe,  it  remains  permanent, 
and  a  great  mass  of  inflammatory  material  forms  about  it,  which 
adds  to  the  strength  of  the  abdominal  parietes  by  producing  newly 
organized  material,  and  the  wire  prevents  it  from  stretching. 

Fig.  10  is  a  drawing  made  from  the  dissection  of  the  inguinal 
region  which  will  explain  itself,  the  internal  ring  being  a  hole 
in  the  transversalis  fascia. 

The  operation  which  I  first  performed  in  the  winter  of  1892-93, 
with  the  modifications  that  I  have  made,  is  as  follows.  Fig.  11 
represents  an  inguinal  central  hernia. 

An  incision  is  made  from  a  point  one  inch  to  the  inner  side  of 
the  anterior  superior  spinous  process  to  the  spine  of  the  pubis  (see 
Fig.  12)  and  carried  down  to  the  sac  and  to  the  peritoneum,  split- 
ting the  entire  length  of  the  inguinal  canal  to  about  an  inch  apd  a 
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lialf  beyond  the  internal  rinc^.  Tlie  cord  is  se})arated  from  the  sac 
and  lifted  from  the  canal  and  the  sac  cut  away  (see  Fig.  13). 
The  sac  is  not  cut  too  short,  neither  is  it  left  redundant.  The 
sac  is  stitched  up  with  a  continued  suture  of  fine  silver  wire. 
The  transversalis  muscle  and  the  internal  oblique  are  sej)arate(l 
from  the  external  oblique  and  stitched  together  with  a  continued 
suture  of  wire,  beginning  at  the  spine  of  the  pubis,  closing  the 
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canal  firmly  (see  Fig.  14).  The  muscles  are  slightly  notched 
external  to  the  internal  abdominal  ring  to  allow  the  cord  to  pass 
through  without  pressure.  The  third  row  of  sutures  closes  the 
aponeurosis  of  the  external  obli(]ue,  together  with  the  pillars  of 
the  ring  the  entire  length  of  the  wound  (see  Fig.  15),  the  aponeu- 
rosis being  notched  at  the  point  where  the  cord  makes  its  exit. 
Over  all   the  skin  and  cellular  layer   are  stitched   with  catgut. 
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Great  care  is  exercised  in  stopping  all  hemorrhage  before  the 
wound  is  closed.  After  the  sac  has  been  stitched  up  (and  under- 
neath all  of  the  muscles)  over  the  entire  length  of  the  inguinal 
canal  is  placed  a  fine  filigree  of  silver  wire  (see  Fig.  13).  Over 
this  each  muscular  layer  is  stitched.  The  muscles  must  be  per- 
fectly separated  one  from  the  other  in  order  to  secure  the  best 
coaptation.  The  skin  is  stitched  with  catgut.  The  cord  lies 
directly  under  the  skin,  as  in  Halsted's  operation.  Fig.  16 
shows  the  wound  closed.  In  a  very  fat  subject  a  small  drainage- 
tube  is  inserted  down  to  the  wire,  which  is  removed  at  the  end  of 
thirty-six  hours.  Three  rows  of  continued  wire  sutures  are  used 
in  all  hernise,  viz.,  neck  of  sac,  deep  layer  of  muscles,  and 
external  oblique. 

In  cases  of  small  hernia,  instead  of  putting  in  the  wire  filigree 
or  mattress,  a  few  loops  of  wire  (see  Fig.  17)  are  placed  directly 

Fig.  17. 
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across  the  canal  over  the  transversalis  fascia  and  peritoneum,  and 
the  muscles  stitched  over  it;  or  the  layers  of  muscles  are  closed 
with  a  continued  mattress  suture  of  fine  silver  wire,  both  ends  of 
which  are  anchored  and  all  of  the  ends  cut  short,  so  as  not  to  irritate 
the  tissues  (see  Fig.  18).  For  large  openings  a  wire  mattress  or 
filigree  is  absolutely  necessary  (see  Fig.  9).  In  all  cases  of 
relapsed  hernias,  when  there  is  atrophy  of  muscles  due  to  pressure, 
it  is  imperatively  demanded  or  a  relapse  will  likely  occur.  In 
.smaller  hernias  a  few  wire  loops  are  sufficient  (see  Fig.  17);  a 
mattress  suture,  the  two  ends  of  which  are  fastened  firmly  in  the 
muscles  and  the  ends  cut  short,  is  all  that  is  required,  the  mat- 
tress being  omitted.  Two  rows  of  these  continued  sutures  are 
necessary,  one  for  the  deep  and  the  other  for  the  superficial  layer 
^f  muscles.     In  making  these  filigrees  from  ten  to  one  hundred 
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and  fifty  feet  of  wire  are  required,  depending  on  the  size  of  the 
opening  to  be  closed.  It  has  been  urged  that  this  wire  will  cause 
suppuration.  Permit  me  to  say  that  suppuration  is  not  produced 
by  any  foreign  body.  It  is  always  produced  by  bacteria.  Then 
for  years  I  hav^e  been  told  that  I  would  have  to  take  this  wire 
out.  I  have  never  yet  been  obliged  to  do  this,  with  the  excep- 
tion of  one  or  two  cases,  and  these  were  soon  after  operation,  on 
account  of  certain  complications  arising,  not  due  to  the  wire. 

Fig.  19  is  a  correct  drawing  from  the  photograph  of  the  inguinal 
canal  removed  from  a  patient  upon  whom  I  operated,  putting  in 
something  like  twenty  feet  of  silver  wire  in  loops  and  continued 
suture.      This  patient  returned   to  the  hospital  two  and  a   half 

Fig.  is. 
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vears  later  and  died  from  a  hysterectomy.  The  house-suroeon 
cut  out  the  inguinal  canal  and  presented  it  to  me.  I  think  you 
will  agree  that  this  portion  of  the  abdominal  parietes  is  as  strong 
as  any  other  part  of  the  abdominal  walls,  at  least  strong  enough 
to  withstand  any  strain  that  may  be  put  upon  it.  The  reason 
for  this  is  that  the  inflammatory  material  has  become  organized 
and  has  been  prevented  from  stretching  by  wire  loops  and  suturing. 
Fig.  34  shows  the  scars  after  a  McBurney  operation.  Figs.  22 
and  23  show  the  proper  line  of  incisions,  together  with  the  neck  of 
the  sac  and  also  the  sac  lifted  from  the  canal.  I  am  indebted 
to  McBurney  for  Figs.  11,  12,  20,  21,  22,  and  23.  The  dotted 
lines  indicate  the  extent  of  the  incision  beyond  the  internal  ring. 
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In  August,  1900,  I  read  a  paper  before  the  Thirteenth  Inter- 
national Congress,  in  Paris,  on  this  operation  for  hernia,  and  the 
methods  of  closing  the  abdominal  wounds  with  a  continued 
suture  of  fine  silver  wire.  I  then  reported  216  operations  per- 
formed since  1892.  Forty-six  were  relapsed  Bassinis  and  fifty- 
one  from  other  operations,  chiefly  that  of  McBurney. 

Since  my  return  home  I  have  operated  upon  twelve  other 
hernias,  three  of  which  were  relapsed  Bassinis,  making  a  total  of 
228.  Understand  that  these  relapses  are  from  the  hands  of  the 
best  surgeons  in  New  York  City,  many  of  whom  have  written 
extensively  upon  the  operation.  Three  of  these  cases  are  now  in 
the  City  Hospital.  At  the  time  of  the  reading  of  the  paper  in 
Paris  there  were  sixteen  suppurations  in  the  series.  Two  of  my 
cases  in  the  last  twelve  have  suppurated  for  reasons  which  I 
discovered. 

Fig.  19. 


Now  the  question  arises,  What  will  we  do  with  suppurating 
hernias?  Shall  we  remove  the  wire?  Most  certainly  not. 
There  have  been  in  my  series  of  228  cases  eighteen  of  sup- 
puration. There  have  been  no  deaths.  These  cases  of  suppura- 
tion are  simply  cleansed  out.  They  are  usually  found  to  be  a 
local  point  of  infection  superficially  or  in  the  wire  filigree,  and 
that  portion  of  the  wire  can  be  removed,  but  great  care  should  be 
taken  not  to  remove  the  deep  suturing,  because  if  this  holds  there 
is  no  tension  made  on  the  inflammatory  material  lying  over  it. 
In  all  suppurating  cases  which  I  have  operated  upon  there  were 
found  dense  masses  of  fibrous  tissues  encysting  the  wire.  These 
local  points  of  infection  have  been  scraped  out  and  filled  with 
pure  carbolic  acid,  which  is  left  in  two  minutes,  and  the  wound 
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is  then  washed  out  with  pure  alcohol,  then  a  2  per  ceni.  solution 
of  pure  carbolic  acid  is  used,  and  the  wound  is  packed.  These 
cases  sometimes   require  a    second   o])eration,   but   with   a   little 


patience  the  tissues  will  granulat( 


er  the  wire  and  the  parts 


Final  dressing. 


become  firm.  Cases  of  partial  and  even  complete  removal  of  the 
wire  have  been  reported  to  me  by  other  surgeons,  but  no  one  has 
reported  a  relapse.  Many  of  my  cases  I  have  followed,  but 
just  what  number  I  do  not  know.      There  were  thirty  cases  from 


Fig.  21, 


1892  to  1896  that  1  have  seen  personally  without  a  relapse.  I 
have  asked  all  the  hospitals  and  dispensaries  to  report  to  me  any 
relapsed  cases  that  have  been  operated  upon  at  the  City  Hospital, 
but  I  have  heard  of  none  such. 
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I  have  drawn  a  line  of  distinction  between  Bassini's  and  Hal- 
sted's  operations.  They  are  both  original  and  each  differs  from 
the  other.  The  points  of  originality  in  the  operation  which  I 
have  performed  are: 

1.  The  reproduction  of  large  masses  of  inflammatory  material 
to  restore  the  abdominal  parietes,  and  the  introduction  of  a  fine 
silver-wire  filigree  throughout  the  entire  inguinal  canal,  over  the 
transversalis  fascia,  which  adds  to  the  strength  of  the  weakened 
abdominal  parietesand  prevents  the  new  material  from  stretching. 

2.  Cutting  off  the  hernial  sac  and  retreating  from  the  opera- 
tion exactly  as  from  any  abdominal  operation,  stitching  up  the 
peritoneum  and  transversalis  fascia  with  a  continued  suture  of 
fine  silver  wire. 


Fig.  22. 


3.  The  use  of  fine  silver  wire  with  a  continued  suture.  To 
sterilize  the  wire,  after  it  has  been  thoroughly  boiled  or  steamed, 
I  throw  it  into  pure  carbolic  acid  a  few  minutes  before  the  opera- 
tion, after  which  I  dip  it  into  alcohol,  hold  it  over  an  alcohol 
lamp,  and  burn  the  alcohol  upon  the  wire.  This  sterilizes  thor- 
oughly. 

Drainage  should  be  avoided  if  possible;  but,  if  necessary,  in 
thick  abdominal  walls  with  much  fat  a  glass  drain  is  the  best. 

I  have  closed  up  all  my  abdominal  wounds  since  1892  with 
fine  silver  wire,  and  I  have  never  yet  seen  a  hernia  result  in  many 
hundreds  of  cases.  In  brain  surgery,  with  loss  of  a  large  portion 
of  bone,  instead  of  putting  a  plate  over  the  bone  wound  I  simply 
stitch  from  one  side  of  the  opening  to  the  other,  taking  the  'peri- 
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osteiim  and  aponeurosis  in  the  suture,  then  stitch  at  right  angles, 
making  a  network,  after  which  the  scalp  is  closed  over  it  with 
catgut  sutures,  with  drainage. 

In  rupture  of  the  biceps  tendon  I  invariably  stitch  those 
muscles  with  fine  wire,  and  plenty  of  it,  to  prevent  stretching  of 
the  scar-tissue.  In  the  reproduction  of  muscle,  instead  of  using 
catgut  I  stitch  between  the  ends  of  the  muscles,  not  including 
the  sheath,  half  a  dozen  strands  of  fine  silver  wire  togethiar  with 
fine  catgut,  and  it  is  seldom  that  I  fail  to  get  a  very  good  repro- 
duction which  never  stretches. 


Fig.  23. 


Finally,  in  228  operations  there  were  48  relapsed  Bassinis  and 
51  following  other  operations,  chiefly  McBurneys.  Nearly  all  of 
the  relapsed  hernias  had  been  operated  upon  from  one  to  five 
times  in  other  hospitals  or  by  our  staff  at  the  City  Hospital. 

Gentlemen,  we  have  considered  the  subject  of  hernia  from  the 
beginning  of  the  Christian  era  down  to  the  beginning  of  this  the 
twentieth  century,  and  I  believe  that  w^e  hav^e  arrived  at  the  last 
stage  of  perfection  in  the  technique  of  the  operation  for  its 
radical  cure. 


ON  THE  MEA8UEEMENT  OF  THE  INTEROCULAR 

BASE  LINE  AND  THE  SIZE  OF  THE  METRE 

ANGLE. 

Mereitt  H.  Cash  Peize  Essay,  1901. 

By  LUCIEN  HOWE,  M.D., 

BUFFALO. 

1.  Definitions  and  Statement  of  tpie  Question. — The 
line  joining  the  centres  of  motion  of  the  two  eyes  has  been  called 
by  Helmholtz  the  base  line  (Basallinie,  Grundlinie).^ 

The  term  metre  angle  (Meterwinkel)  is  a  phrase  proposed  by 
NageP  for  expressing,  in  a  general  manner,  the  degree  of  con- 
vergence of  the  visual  axes  in  terms  of  the  metre.  Thus  when 
the  visual  axes  crossed  at  a  point  situated  one  metre  in  front  of 
the  centre  of  the  base  line  the  degree  of  convergence  was  to  be 
known  as  one  metre  angle.  If  they  crossed  at  a  point  one-half  a 
metre  distant  the  degree  of  convergence  was  to  be  two  metre 
angles  ;  if  at  one-third  of  a  metre,  then  three  metre  angles,  etc. 
This  plan  was  so  simple  in  theory  that  it  was  at  once  adopted  by 
ophthalmologists,  especially  for  the  reason  that  it  enabled  us  to 
express  convergence,  at  least  relatively,  in  terms  of  the  metre, 
just  as  the  metric  system  of  numbering  glasses  enabled  us  to 
express  accommodation  exactly  in  terms  also  of  the  metre. 

Unfortunately,  however,  the  matter  was  not  so  simple  in  prac- 
tice, for,  as  the  size  of  the  angle  of  convergence  must  depend 
on  the  length  of  the  base  line,  in  any  given  case  it  was  necessary 
first  to  measure  that  line  and  then  to  calculate  in  degrees  and 
minutes  the  actual  amount  which  the  visual  axes  converged  when 
they  crossed  at  a  given  distance  in  front  of  the  eyes. 

In  other  words,  the  problem  was,  and  still  is,  first,  to  obtain 


1  Handbuch  der  Physiologischcn  Optik.,  Zvveite  Autiage,  Seite  G17. 
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some  simple  method  for  making  accurate  measurements  of  that 
base  line  ;  and,  second,  to  construct  a  table  which  shows  what 
the  convergence  is  in  degrees  and  minutes  when  the  visual  axes 
cross  at  each  fraction  of  the  metre  (metre  angle),  and  this,  more- 
over, for  a  base  line  of  any  number  of  millimetres  from  the 
longest  to  the  shortest  possible.  It  is  the  object  of  this  paper  to 
supply  these  data.  The  reasons  for  so  doing  will  be  given  at  the 
conclusion. 

2.  Earlier  Attempts  to  Measure  the  Base  Line.  In 
former  years  various  attempts  have  been  made  to  measure  the 
distance  between  the  centres  of  the  eyes,  and  in  so  doing  two 
plans  have  been  adopted — one  the  subjective  method,  the  other 
the  objective.  It  is  proper  to  glance  at  the  first,  if  only  to 
eliminate  it  from  consideration. 

(a)  Subjective  ^Iethod.  The  earliest  instrument  which  we 
find  was  described  by  Smee  as  a  visuometer.  Although  that 
instrument  was  used  by  Bonders^  and  MacGillavry  in  their  meas- 
urements of  relative  accommodation,  it  appeared  to  have  many 
disadvantages,  and  attempts  have  been  made  to  improve  it.  One 
of  these  was  by  Landolt.^  He  suggested  an  ingenious  arrange- 
ment, but  as  it  required  an  intelligent  patient  to  use  it,  and  often 
some  practice  even  by  such  a  patient,  it  never  came  into  general 
use. 

The  writer  of  the  present  article  had  an  instrument  con- 
structed like  the  one  described  by  Landolt,  but  it  was  found 
difficult  to  obtain  any  constant  results  with  it,  even  when  the  tests 
were  made  by  intelligent  patients,  while  with  those  unaccustomed 
to  giving  exact  replies  it  was  unsatisfactory  in  the  extreme. 
Beside  that,  two  models  of  a  visuometer  were  made  on  the  same 
principle  as  that  described  by  Smee,  but  these  also  gave  varying 
results. 

(6)  Objective  Method.  The  subjective  methods  having 
been  found  impracticable,  it  became  a  question  how  to  obtain 
some  objective  method  which  was  both  simple  and  reliable.  Of 
course,  a  rough  measurement  can  be  made  simply  by  holding  a 
ruler  in  front  of  the  eyes  and  reading  off  what  appears  to  be  the 
interpupillary  distance. 

But  in  doing  this  the  observer  does  not  know^  whether  or  not 

1  Accommodation  and  Refraction,  p.  117.  -  Annales  d'Oculistique,  January,  1S74. 
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his  own  eye  is  directly  in  front  of  the  observed  eye,  and  there  may 
be  an  error  dne  to  the  parallax  amounting  to  one,  two,  or  more 
millimetres.  Beside,  it  is  difficult  to  keep  the  ruler  steady  when 
it  rests  simply  on  the  nose.  Recognizing  these  obstacles,  some 
attempts  have  been  made  to  overcome  them  by  the  use  of  a  double 
ruler  and  otherwise,  but  these  results  have  also  been  unsatisfac- 
tory. 

3.  Two  New  Methods.  As  the  result  of  various  trials  in 
this  direction,  the  writer  desires  to  call  attention  to  two  methods 
by  which  the  base  line  can  be  measured  to  a  millimetre,  or  within 
a  fraction  of  one  millimetre.     This  seems  to  be  proved  by  the 


Fig.  1. 


fact  that  a  reading  with  one  instrument  has  often  corroborated 
even  to  that  extent  a  reading  with  the  other.  As  such  instru- 
ments have  been  called  visuometers  by  Smee  and  others,  that 
term  should  be  retained  here. 

Method  1.  The  instrument  for  this  purpose  consists  in  two 
millimetre  scales,  parallel  to  each  other,  held  firmly  just  below  the 
level  of  the  eyes  by  means  of  a  head-band.  In  order  to  reduce 
still  more  any  error  from  parallax  there  are  two  '^  sights''  which 
project  about  fifty  millimetres  in  front  of  the  anterior  scale.  The 
accompanying  photographs  show  the  construction  at  a  glance. 

The  instrument  can  oimply  be  supported  against  the  forehead 
if  desired,  or  it  can  be  made  more  secure,  and  the  readings -are 
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therefore  more  accurate,  if  fastened  around  the  head  hy  a  suitahk.' 
band.      (See   Fig.  1.) 

Having  done  this,  the  observer  slides  the  doul)le  scale  along 
the  horizontal  slot,  which  is  in  the  posterior  plate,  until  the  zero 
point  with  the  right  stationary  projecting  ^^  sight''  is  opposite 
the  centre  of  the  pupil  of  the  right  eye.  The  other  (the  left)  pro- 
jecting sight,  which  moves  in  a  horizontal  slot  of  its  own  in  the 
anterior  plate,  is  then  slid  along  until  that  sight  is  opposite  the 
centre  of  the  pupil  of  the  left  eye.  The  exact  adjustment  of 
these  two  sights  often  requires  some  little  time  and  care,  par- 
ticularly at  first;  but  when  once  accomplished  it  remains  only 
to  read  off,  on  the  scale,  the  distance  between  them,  and  this  is 
the  base  line. 

Method  2.  In  order  that  the  results  obtained  by  this  instrument 
might  be  verified,  an  attempt  was  made  to  measure  the  base  line 
by  an  entirely  different  objective  method,  and  apparently  this  has 
also  been  accomplished. 

From  a  careful  examination  of  the  literature  it  cannot  be  found 
that  the  principle  here  involved  has  ever  been  applied  to  meas- 
urements of  the  base  line,  although  due  credit  should  be  given 
for  a  suggestion  in  this  direction  which  was  made  recently  to  the 
writer  by  Dr.  Tscherning,  the  adjunct  director  of  the  ophthal- 
mological  laboratory  of  the  Sorbonne. 

A  small  telescope  with  a  micrometer  eye-piece  is  placed  at  such 
a  distance  from  a  millimetre  measure  that  a  certain  number  of 
divisions  of  the  micrometer  scale  correspond  to  a  certain  number 
of  millimetres  of  the  measure. 

For  example,  suppose  the  telescope  is  at  such  a  distance  (say 
95  centimetres)  that  each  division  of  the  micrometer  scale  covers 
just  two  millimetres  of  the  measure.  Then  the  person  whose 
base  line  is  to  be  measured  fixes  the  head  firmly  (preferably  in  a 
head-rest),  at  the  same  distance  from  the  telescope  as  is  the 
millimetre  measure,  and  a  candle  or  small  lamp  is  placed  one 
or  two  metres  in  front  of  the  patient,  and  at  such  an  angle  as  to 
illumine  the  eyes  under  examination  and  also  the  micrometer 
scale  of  the  telescope.  The  patient  is  then  directed  to  look  at 
some  distant  object  straight  in  front.  As  the  observer  looks 
through  the  telescope  at  the  eyes  he  sees  on  each  cornea  a  minute 
point  of  light  reflected  from  the  candle.  The  distance  between 
these  two  points  is  then  counted  off  on  the  micrometer  scale,  and, 
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of  course,  the  corresponding  distance  in  millimetres    is    known. 
The  arrangement  is  shown  by  Fig.  2. 

If  the  patient  should  focus  the  candle  a  slight  error  in  the 
measurement  would  result.  But  we  need  only  calculate  that  error 
to  appreciate  that  it  has  no  practical  significance.  That  is  easily 
done. 

Fig.  2. 


Let  us  suppose  the  candle  to  be  two  metres  in  front  of 
the  patient,  that  he  directs  the  visual  axes  to  it,  and  while 
dointr  so  we  found  the  leng-th  of  the  base  line  to  be  60  millimetres. 
Then  as    the   reflection   really   lies   behind   the   cornea  (4    mrn.) 


Fig 


— '/.   f.,  one-half   its    radius  of    curvature  (8   mm.)' — we    have  : 
2000  :  4  :  :  30  :  8  P>  =0.06.     In  other  words,  with  proper  adjust- 


See  T.sclierning.    Leyons  d'optique  physiologiquc,  p.  6. 
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ment  and  readings  the  possible  error  would  only  be  0.0(5  x  2  =  0.1 2 
millimetres. 

It  must  be  admitted  that  extreme  accuracy  comes  only  with 
continued  experience  with  this  method,  but  it  is  so  simple  as 
to  be  easily  learned  by  those  quite  unfamiliar  with  laboratory 
technique. 

4.  On  THE  Size  OF  THE  Metre  Angle.  Having  found  thus 
two  methods  for  measuring  the  base  line,  let  us  consider  next  the 
so-called  ^^  metre  angle '^  of  Xagel.  This  is  simply  a  convenient 
general  term,  as  already  stated,  to  express  the  amount  which  the 
visual  axes  converge  when  they  cross  at  a  certain  distance  in 
front  of  the  centre  of  the  base  line. 


We  have  observed  also  that  the  real  value  of  that  metre  anoxic 
must  v^ary,  being  smaller  in  proportion  as  the  base  line  is  longer. 
In  this  part  of  the  inquiry,  therefore,  we  wish  to  ascertain  exactly 
what  that  ^^  metre  angle '^  is  equal  to,  in  degrees  and  minutes, 
for  a  base  line  of  any  number  of  millimetres.  In  order  to  do 
this,  let  us  recall  a  diagram  which  has  already  been  used  in 
physiological  optics.  In  that  figure  O  O'  is  the  base  line,  and  at 
each  end  of  this  line,  as  well  as  at  the  central  point,  perpendiculars 
are  erected.  The  two  lines  at  the  extremity,  of  course,  represent 
the  visual  axes  when  the  eyes  are  in  the  primary  position,  while 
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the  lines  O  R — O  F — O  P  represent  varying  degrees  of  con- 
vergence. 

In  order  to  find  the  angle  of  convergence,  let  us  call  O  M  =  d, 
and  the  distance  of  the  object  from  the  eye  (M  R,  M  F,  etc.)  =  n, 

d 
then  Sine  (metre  angle)  =  I   metre. 

n 

We  might  expect  that  somewhere  in  the  literature  there  would 
be  a  table  giving  the  angle  at  which  eyes  would  converge  with  all 
possible  length  of  the  line  O  O'. 

Thus  far,  however,  no  such  table  exists.  It  is  true  that  NageP 
has  calculated  the  size  of  this  angle  for  all  possible  variations  in 
the  length  of  the  base  line  O  O'  from  55  millimetres  to  75  milli- 
metres, but  this  calculation  is  one  made  for  a  convergence  of  only 
one  metre  angle — that  is,  it  corresponds  to  the  first  vertical 
column  of  angles  in  the  table  here  given.  He  also  has  made  a 
calculation  for  all  possible  variations  in  the  degrees  of  convergence 
from  one  metre  angle  up  to  twenty  metre  angles,  but  this  is  only 
for  a  person  who  has  an  interocular  base  line  of  64  millimetres; 
that  is,  the  same  as  the  one  horizontal  line  of  angles  opposite  64 
in  the  table  here  given.  These  two  columns  of  angles  have  been 
copied  by  Landolt^  and  others,  and  are  often  referred  to  in  the 
text-books,  but  none  of  the  other  metre  angles  has  been  expressed 
in  degrees  and  minutes,  It  seemed,  therefore,  that  this  table 
should  be  completed.^  As  presented  (see  opposite  page)  it  explains 
itself. 

The  first  vertical  line  to  the  left  gives  the  length  of  the  base 
line  in  millimetres.  In  the  first  horizontal  line  the  numbers  1, 
2,  3,  etc.,  indicate  metre  angles.  If  we  know  the  distance  between 
the  two  eyes,  and  the  distance  of  the  object,  one  can  see  at  a 
glance  the  corresponding  angle  of  convergence  in  degrees  and 
minutes. 

Reasons  for  this  Study.  Having  thus  called  attention  to 
two  methods  by  which  the  interocular  base  line  can  be  measured, 
and  having  determined  the  size  of  each  metre  angle  in  degrees 
and  minutes,  it  is  natural  to  ask  what  is  the  use  of  so  much  exact- 
ness and  labor.  In  other  words,  let  us  glance  at  the  reasons  for 
this  study.      These  are  : 

1  Graefe  und  Saemisch,  Band  vi.,  Seite 481. 

-  Traite  complet  d'ophthalmologie,  pp.  184, 185. 
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1.  In  order  to  make  some  slight  addition  to  our  knowledge. 
It  will  be  admitted  that  no  amount  of  pains  is  too  great  to  establish 
a  single  fact  in  medicine,  and  as  there  has  been  this  portion  lack- 
ing, even  though  it  be  small,  in  that  chapter  in  ophthalmology, 
it  seems  worth  while,  if  possible,  to  supply  it. 

2.  To  attain  greater  exactness  in  correcting  certain  cases  of 
ametropia.  It  is  always  convenient,  and,  in  certain  cases,  of 
real  advantage,  to  determine  accurately  the  interocular  base  line 
in  order  that  suitable  glasses  may  be  prescribed.  In  the  large 
majority  of  cases  it  is  of  course  unnecessary  to  measure  this  dis- 


FlG.  5. 


tance  so  exactly,  but  quite  sufficient  to  hold  a  ruler  in  front  of  the 
eyes  and  read  off  what  seems  to  be  the  distance  between  the  centres 
of  the  pupils.  On  the  other  hand,  when  the  glasses  are  very 
strong  the  patient  often  experiences  inconvenience  if  the  centring 
of  the  lenses  is  not  accurate.  At  least  it  can  be  said  that  care  in 
this  respect  adds  to  the  comfort  of  the  patient,  and  to  the  credit 
of  those  who  prescribe  and  who  make  the  glasses. 

It  is,  therefore,  convenient  for  this  purpose  to  have  some  simple 
means  of  determining  the  interocular  base  line,  and  either  of  the 
two  methods  here  described  are  adapted  to  such  clinical  require- 
ments. 
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3.  The  most  importaut  bearing  of  this  study  is  its  relation  to 
relative  accommodation  and  convergence.  In  order  to  show  this 
it  is  necessary  to  recall  a  few  elementary  facts. 

We  know  that  when  the  visual  axes  converge  at  a  point  (P,  for 
example)  the  individual  aiust  still  be  able  to  increase  his  accom- 
modation up  to  a  certain  limit.  This  increase  is  shown  by  the 
ability  to  overcome  concave  glasses  while  still  seeing  the  object 
distinctly,  and  the  increased  accommodation  thus  exercised  has 
been  called  the  positive  part  of  the  relative  accommodation,  and 
can  be  represented  in  diagram  by  the  distance,  P''.  On  the  other 
hand,  while  the  individual  is  still  converging  for  the  near  point  (P) 
it  is  possible,  by  placing  convex  glasses  before  his  eyes,  for  him 
to  relax  his  accommodation  with  relation  to  that  degree  of  con- 
vergence. This  relatively  less  amount  of  accommodation  has 
been  called  the  negative  part  of  the  relative  accommodation,  and 
can  be  represented  in  diagram  by  the  distance,  P  P^  Or  the 
entire  amount  P'  P''  is  the  range  of  relative  accommodation. 
Now,  this  relation  is  so  important  that  Donders^  has  been  careful 
to  show  what  that  is  in  emmetropia  and  how  it  may  change  in 
ametropia.^ 

Many  subsequent  writers  copied  these  data  and  dwelt  upon 
their  importance.  But  of  late  the  entire  question  has  been  opened 
by  Perles,"^  and  especially  by  the  very  recent  statements  of  Hess,^ 
who  has  reached  conclusions  quite  different  from  any  stated  before. 

Whatever  variations  of  opinion  there  may  be  as  to  the  relative 
range  of  accommodation  possible,  all  writers  on  the  subject  agree 
that  a  certain  amount  of  the  positive  portion  of  the  relative 
accommodation  must  be  ^'  held  in  reserve,^'  as  the  later  writers 
state  it,  and  all  are  unanimously  of  the  opinion  that  the  relation 
between  accommodation  and  convergence  is  one  of  the  most 
important  questions  clinically  which  w^e  have  to  deal  with  in 
ophthalmology. 

Xow,  a  study  of  the  various  articles  on  the  subject  shows  that 
at  least  part  of  the  confusion  is  due  to  the  methods  of  examination 
employed,  and  that  a  very  important  feature  of  these  methods  is 
the  proper  measurement  of  the  base  line  and  the  size  of  the  metre 
angle.     But  with  either  one  of  the  visuometers  described,  with 

1  Graefe's  Archiv  f.  Ophthal.,  xxxv.  (4)  84-115. 

2  Accommodation  and  Refraction,  p.  115.  3  ibid.,  pp.  217  and  240. 
<  Ophthalmologische  Congress.    Utrecht,  1S99. 
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such  a  table  of  angles  as  is  here  given,  and  with  an  instrument^ 
such  as  we  have  for  this  purpose,  the  measurement  of  relative 
accommodation  is  no  longer  a  process  suited  only  for  the  labora- 
tory, but  is  now  adapted  to  the  consulting  room.  For  example, 
suppose  that  with  either  one  or  both  of  these  visuometers  we  find 
the  interocular  base  line  measures  61  millimetres.  The  patient 
is  then  seated  before  the  simple  instrument  already  referred  to 
for  measurement  of  accommodation,  and  if  we  wish  to  measure 
what  that  amount  is  at  one  metre,  the  proper  test  type  is  placed 
at  that  distance. 

We  would  then  be  ready  to  place  concave  or  convex  glasses 
in  succession  in  the  clips  of  the  instrument  which  hold  them. 
But  in  order  that  the  centres  of  these  trial  glasses  may  be 
exactly  in  the  axes  of  vision,  we  must  ascertain  what  degree  of 
convergence  is  necessary  at  one  metre  with  eyes  having  an  inter- 
ocular base  line  of  61  millimetres.  Instead  of  working  this  out 
from  the  formula  already  given,  it  is  only  necessary  to  refer  to 
the  table  of  angles,  where  we  find  this  convergence  at  one  metre 
is  1°  44^  The  clips  on  the  instrument  are  therefore  moved  along 
the  arc  of  the  slot  in  which  the  clips  slide  to  a  point  correspond- 
ing to  that  angle,  and  the  range  of  relative  accommodation  at  one 
metre  is  at  once  determined  by  the  strongest  concave  and  convex 
glasses  respectively,  with  which  the  patient  can  distinguish  the 
test  letters  at  one  metre. 

Next,  suppose  we  wish  to  measure  relative  accommodation  at 
one-half  a  metre.  The  proper  test  types  are  placed  at  that  dis- 
tance. Again,  in  order  to  have  the  centre  of  the  test  glasses  in 
the  line  of  the  visual  axes,  we  must  know  just  what  the  degree  of 
convergence  is  for  an  object  placed  at  half  a  metre  distant  when 
the  interocular  base  line  is  61  millimetres. 

It  can,  of  course,  be  calculated ;  but  instead  of  interrupting 
the  observation  in  order  to  make  that  calculation,  we  simply 
refer  again  to  the  table  and  find  that  with  a  base  line  of  that 
length  the  visual  axes  converge  3°  29'.  Again,  therefore,  the 
clips  bearing  the  glasses  are  slid  along  the  arc  of  the  slot  in 
which  they  are  set  to  a  point  indicating  that  angle,  and  it  is  only 
necessary  to  try  in  turn  the  proper  concave  and  convex  glasses  in 
order  to  ascertain  the  relative  positive  or  negative  accommodation 
at  one-half  a  metre,  and  so  on  for  other  metre  angles. 

1  Howe.    Transactions  of  the  Ophthalmological  Society,  1900. 
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Apparently,  therefore,  a  knowledge  of  the  interocular  base  line 
and  of  the  size  in  degrees  and  minutes  of  the  metre  angle  is  of 
some  real  value  clinically  to  practitioners  who  desire  to  study 
certain  perplexing  cases  of  asthenopia  and  of  asthenopic  headache. 

We  have  now  two  exact  methods  for  measuring  that  base  line 
and  a  table  of  metre  angles  already  calculated.  It  is  hoped  that 
this  may  perhaps  assist  a  little  in  advancing  our  knowledge  of 
an  obscure  but  important  branch  of  ophthalmology. 
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I.   The  Role  of  the  Infections  in  Diseases  of  Women. 
By  CHARLES  A.  L.  REED,  M.D., 

CINCINNATI,   OHIO. 

The  role  of  the  infections  in  diseases  of  women,  in  view  of  the 
importance  of  the  subject,  should  be  accorded  more  distinct  recogni- 
tion than  is  at  present  given  it  in  either  the  periodical  or  the  text- 
book literature.  This  importance  becomes  more  and  more  apparent 
as  we  emancipate  ourselves  from  the  old  conceptions  of  the  etiology 
and  pathology  of  the  so-called  inflammatory  diseases  of  the  female 
genitalia.  The  influence  of  a  nomenclature  in  determining  and  lim- 
iting the  understanding  of  a  subject  was  never  more  clearly  demon- 
strated than  in  the  employment  of  terms  used  to  describe  various 
clinical  and  pathological  conditions  that  are  constantly  brought  to 
the  attention  of  the  practitioner  of  gynecology.  Thus  we  hear  of 
"  vaginitis  "  and  "  endocervicitis  "  and  "  endometritis  "  and  "  salpin- 
gitis "  and  "ovaritis"  and  "puerperal  fever,"  terms  which  signify 
certain  more  or  less  indefinite  disturbances  of  the  circulation  in  the 
various  anatomical  structures  to  which  they  obviously  apply ;  while, 
as  a  matter  of  fact,  no  one  of  these  terms  conveys  or  can  convey,  if 
accepted  in  the  light  of  their  usual  respective  definitions,  as  indicat- 
ing anything  like  an  accurate  picture  of  the  conditions  which  they 
are  each  expected  to  describe.  The  time  was  when  inflammation 
was  accepted  as  a  pathological  entity,  a  local  nutrient  disturbance 
occurring  de  novo,  and  terminating  spontaneously  in  either  resolu- 
tion or  suppuration.  This  conception  still  persists  to  an  important 
degree  in  the  professional  mind,  with  the  result  that  relatively  too 
little  attention  is  given  and  too  little  importance  attached  to  those 
phenomena  which  are  necessarily  antecedent  and  consecutive  to 
inflammation  proper.  The  evil  resulting  from  this  misconception 
consists  in  a  failure  to  consider,  at  their  true  value,  on  the  one  hand, 
measures  of  prophylaxis,  and,  on  the  other,  necessary  means  of  cure. 
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It  is  with  the  object  of  impressing  anew  the  character  of  the  con- 
ditions antecedent  to  inflammation,  as  manifested  in  gynecological 
practice,  that  this  paper  is  presented. 

At  the  outset  I  wish  to  urge  the  view  that  the  essential  ante- 
cedent condition  of  inflammation  of  any  part  of  the  female  genital 
tract  or  of  inflammation  elsewhere  is  that  of  infection. 

The  Nature  of  Infection.  It  is  not  assumed  that  infection 
must  exist  exclusively,  as,  in  fact,  it  does  generally,  of  pathogenic 
micro-organisms,  for  we  find  that  the  toxins  which  they  generate 
are  among  the  most  serious  of  the  disease-producing  agents ;  and,  as 
between  the  toxins  of  micro-organic  origin  and  the  toxins  of  vege- 
table or  of  mineral  origin,  it  is  not  necessary  at  this  juncture  and 
for  our  present  purpose  to  attempt  any  discrimination. 

I  wish  to  go  a  step  further  and  affirm  that  without  infection,  as 
here  defined,  inflammation  is  not  demonstrable.  It  is  not  sufficient 
to  urge  as  an  exception  to  this  rule,  and  one  calculated  to  break  its 
force,  that  all  the  circulatory  phenomena  of  inflammation  can  be 
induced  by  irritating  substances,  such,  for  example,  as  croton  oil. 
On  the  contrary,  this  very  alleged  exception  is  only  another  testi- 
mony to  the  universality  of  the  law ;  for  these  substances,  croton 
oil  in  particular,  are  only  so  many  infectious  elements  against  which 
the  phenomena  of  inflammation  are  manifested  as  barriers  against 
systemic  invasion.  "  Infection  "  must  be  recognized  as  the  generic 
term  toward  which  "intoxication"  sustains  a  subordinate  relation. 

With  this  understanding  of  the  subject  we  are  enabled  to  compre- 
hend that,  except  in  examples  of  repair  following  traumatism,  either 
surgical  or  otherwise,  the  presence  of  inflammation  necessarily  im- 
plies the  pre-existence  of  infection,  and  we  are  at  once  confronted 
with  the  natural  inquiries :  1.  What  is  the  character  of  the  infec- 
tion ?  2.  What  are  the  natural  barriers  against  destructive  invasion 
of  the  genitalia  by  infectious  elements  ?  3.  What  are  the  natural 
means  by  which  infectious  elements,  once  introduced,  are  restricted 
in  their  activity  to  a  more  or  less  definite  locus  ?  4.  What  are  the 
means  and  influences  by  which  the  vitality  and  virulence  of  patho- 
genic micro-organisms  are  limited  ? 

Bacteria  of  the  Genitalia.  The  possibility  of  infectioji  is 
always  present  in  the  female  genital  organs.  This  fact  is  made 
more  conclusive  by  the  constant  existence  of  micro-organisms,  many 
of  them  pathogenic  in  character  on  the  cutaneous  surfaces  of  the 
vulva  and  on  the  vasrinal  mucous  membrane  in  a  state  of  health ; 
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although  normally  the  genital  canal  is  germ-free  above  the  os  uteri 
externum.  The  bacteria  found  upon  the  vulva  in  health  are  gener- 
ally saprophytes  of  but  little  importance,  but  with  them  have  been 
found  the  streptococcus  pyogenes,  the  staphylococcus  pyogenes 
aureus,  the  staphylococcus  epidermidis  albus,  and  a  micrococcus 
feditus.  These,  among  other  micro-organisms,  have  been  found  in 
this  locus  unattended  by  any  manifestation  of  disease,  a  circum- 
stance which  would  indicate  that  so  far  as  these  bacteria  are  con- 
cerned, the  healthy  vulva  is,  to  state  it  negatively,  not  an  unnatural 
habitat. 

The  bacteriology  of  the  vagina  in  health  has  been  a  subject  of 
patient  research,  with  the  result  that  it  is  now  accepted  as  true  that 
in  normal  states  the  vagina  contains  no  pathogenic  aerobic  bacteria, 
although  it  abounds  in  organisms  of  the  anaerobic  variety,  among 
which  may  be  mentioned  two  special  varieties,  namely,  (1)  the  micro- 
coccus feditus  of  Yeillon,  which  increases  in  numbers  relatively  to 
the  distance  from  the  introitus ;  and  (2)  the  bacillus  vaginalis  of 
Doederlein,  which  is  a  recognized  acid-former,  and  which,  like  the 
preceding,  is  more  abundant  near  the  uterus  than  near  the  vaginal 
outlet.  Various  varieties  of  staphylococci  and  streptococci  have  also 
been  found  in  the  symptomatically  normal  vagina ;  but  these,  unlike 
the  preceding,  exist  in  greater  numbers  near  the  introitus  than  near 
the  uterine  extremity  of  the  canal. 

Natural  Barriers  against  Infection.  The  question  naturally 
arises  in  this  connection.  Why  do  not  these  micro-organisms,  exist- 
ing on  the  vulva  and  in  the  vagina,  always  produce  phenomena  of 
disease  ?  The  answer  must  be  more  or  less  theoretical.  The  first 
explanation,  and  one  which  is  not  theoretical,  is  that  the  epithelium 
in  its  integrity  is  a  sufficient  barrier  against  the  invasion  of  under- 
lying structures  by  disease-producing  bacteria.  The  next  explana- 
tion is  that  the  virulence  of  pathogenic  bacteria  is  minimized,  if  not 
destroyed,  by  the  secretions  found  in  the  vagina,  although  the  bac- 
tericidal element  of  these  secretions  is  not  yet  definitely  determined. 
It  has  been  assumed,  with  some  show  of  truth,  that  the  acid-forming 
bacillus  of  Doederlein,  indigenous  to  the  vagina,  exercises  an  im- 
portant office  in  this  connection.  The  question  of  virulence,  how- 
ever, and  the  influences  by  which  it  is  modified,  is  one  which  cannot 
be  answered  in  the  light  of  our  present  knowledge  by  anything  like 
positive  assertion.  The  absence  of  air,  or,  more  properly,  of  oxygen, 
from  the  vagina,  determines  the  fate  of  aerobic  bacteria.     Those  of 
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the  anaerobic  variety,  however,  would  seem  to  be  debilitated,  if  not 
destroyed,  by  the  influence  of  the  toxic  products  of  the  bacillus  vag- 
inalis of  Doederlein,  and  by  the  influence  of  the  secretion,  alkaline 
in  character,  from  the  cervical  canal.  It  is  to  this  secretion  that 
much  importance  is  to  be  attached  in  limiting  the  propagation  of 
bacteria  to  the  vagina  in  conditions  of  health.  Not  only  its  chemical 
properties,  but  its  physical  qualities,  its  viscidity,  and  the  direction 
of  its  currents  are  effective  means  of  preventing  the  spread  upward 
of  organisms  not  possessed  of  strong  amoeboid  activity.  The  barrier 
thus  formed  is  fortified  by  the  peculiar  anatomical  confirmation  of 
the  cervix,  its  margins,  and  the  plicse  of  its  lining  membrane.  We 
may,  therefore,  summarize  by  stating  that  normal  invasion  of  the 
genitalia  by  micro-organisms  is  limited  to  the  infra-uterine  segment 
of  the  tract  by  the  epithelium,  by  the  character  of  the  vaginal  and 
cervical  secretions,  and  by  the  peculiar  construction  of  the  cervix. 

Conditions  Favorable  to  Pathogenicity  of  Bacteria.  If, 
however,  the  secretions  of  the  genital  tract  are  studied  in  the  pres- 
ence of  the  so-called  inflammation,  it  will  be  discovered  that  the 
same  micro-organisms  which  have  been  found  on  the  vulva  and  in 
the  vagina  in  health  now  exist  in  those  localities,  and  possibly  higher 
up,  in  a  state  of  increased  virulence.  Why  were  they  innocuous 
before,  and  why  are  they  actively  pathogenic  now  ?  The  answer 
must  be  found  in  the  assumption  of  conditions  favorable  to  their 
propagation  and  to  their  increased  power  for  mischief.  It  is  true 
that  the  expression  "favorable  condition"  is  somewhat  ambiguous, 
but  it  assumes  a  more  definite  significance  when  these  conditions  are 
subjected  to  analysis.  In  the  first  place,  it  is  generally  discovered 
that  the  already  mixed  flora  of  the  vulva  and  vagina  has  received 
fresh  accessions.  The  most  frequent  accession  is  the  gonococcus 
of  Neisser,  which  in  this  locus  manifests  its  acme  of  virulence.  It 
assails  the  epithelium,  it  overcomes  in  a  large  measure  the  antag- 
onistic chemical  properties  of  the  secretion,  and  passes  the  barrier 
offered  by  the  cervix.  It  thus  invades  in  its  triumphal  way  the 
contiguous  epithelial  surfaces  until  it  has  traversed  the  vagina,  the 
endometrium,  and  the  endosalpinx.  It  may  even  advance  until  it 
reaches  the  surface  of  the  ovaries  and  attacks  the  peritoneum.  In  its 
career  of  invasion,  by  overcoming  the  conditions  which  acted  as  in- 
superable obstacles  to  the  pre-existing  vaginal  bacteria,  it  furnishes 
safe  escort  to  the  latter,  and  the  case  in  its  finality  reveals  itself  as 
one  of  mixed  infection. 
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Another  example  of  modified  influence  is  to  be  found  in  trauma- 
tism, by  which  the  protective,  or  rather  the  resistant,  power  of  the 
epithelium  is  destroyed  through  the  formation  of  an  infection  atrium. 
By  this  means  the  streptococcus,  conveniently  existing  in  the  vagina, 
may  be  carried  by  a  tent  or  a  sound  or  a  dirty  finger  from  what  may 
be  recognized  as  its  original  habitat  to  an  entirely  new  and  more 
congenial  environment  in  the  subepithelial  tissues.  Here,  appar- 
ently in  response  to  the  stimulus  derived  from  its  new  surroundings, 
it  propagates  rapidly  and  establishes  destructive  processes  in  the 
tissues  themselves ;  or  either  the  organisms  themselves  or  their 
toxins  "  coursing  through  the  natural  gates  and  alleys  of  the  human 
system  "  manifest  their  intense  and  most  disastrous  enmity  to  the 
blood  of  man. 

The  Status  of  Inflammation  in  the  Process  of  Infection. 
The  effort  of  nature  to  limit  an  infection  to  the  point  of  primary 
invasion  is  manifested  by  sudden  and  marked  disturbances  in  the 
local  circulation.  There  occurs  a  dilatation  of  the  capillaries, 
quickened  circulation,  which  is  speedily  followed  by  a  lessened  veloc- 
ity and  final  stagnation  of  the  blood  current;  and,  what  is  most  im- 
portant of  all,  a  rapid  multiplication  and  migration  of  the  leucocytes. 
The  transuded  liquor  sanguinis  furnishes  the  medium  in  which 
these  corpuscles  exercise  their  phagocytic  activity  in  repelling  the 
invasion  by  the  pathogenic  micro-organisms.  The  phenomena  to 
which  I  have  just  alluded  will  be  recognized  as  those  which,  from 
time  immemorial,  have  been  given  in  the  classical  descriptions  of  in- 
flammations. It  will  thus  be  seen  that  inflammation,  whether  con- 
sidered in  its  acute  form,  as  just  presented,  or  whether  contemplated 
in  its  more  chronic  aspects  of  resorption  and  organization,  must  be 
recognized  as  a  step,  and  only  an  intermediate  step,  in  the  general 
process  of  infection.  It  is  of  highest  importance,  therefore,  that  in 
considering  any  of  the  so-called  inflammations  we  take  into  account 
not  only  a  part  but  all  of  the  pathological  process.  To  this  end  it 
is  manifestly  better  to  speak  of  these  cases  as  infections  rather  than 
as  inflammations.  As  additional  reasons  for  revising  our  nosology 
in  accordance  with  this  view,  it  is  urged  that  different  infections 
produce  different  conditions  and  different  symptoms,  and  demand, 
consequently,  different  treatment. 

Individual  Infections.  It  may  be  urged  in  opposition  to  this 
view  that,  as  already  stated,  infections  of  the  female  genitalia,  and 
systemic  infections  depending  thereon,  generally  depend  upon  more 
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than  one  active  agent ;  or,  in  other  words,  that  these  infections  are 
generally  of  the  mixed  type.  As  an  absolute  fact  this  is  true ;  yet 
it  is  equally  true,  almost  without  exception,  that  infection  in  any 
given  case  is  generally  dominated  by  some  particular  micro-organism. 
This  is  exemplified  in  puerperal  fever,  in  which  the  essential  factor 
is  the  staphylococcus  pyogenes,  but  in  which  numerous  other  patho- 
genic bacteria  are  demonstrable,  either  at  the  site  of  the  primary  in- 
vasion or  in  the  secondary  suppurations ;  yet  the  clinical  phenomena 
are  essentially  and  distinctly  those  of  streptococcic  infection.  In  a 
case  of  pyosalpinx  the  result  of  progressive  invasion  of  epithelial 
surfaces  by  the  gonococcus,  the  pus  contained  in  the  Fallopian  tube 
may  abound  in  staphylococci,  yet  the  history  of  the  case,  its  symp- 
toms and  its  pathology  are  distinctly  those  of  gonococcic  infection. 
It  is  needless  to  speak  of  diphtheria,  thrush,  syphilis,  or  other  dis- 
tinct infections  in  which  there  occurs  in  a  distinctly  subordinate  and 
unimportant  degree  more  or  less  of  mixed  infection.  These  con- 
siderations are  presented  with  the  hope  that  more  careful  study  will 
be  given  the  role  of  the  different  infections,  and  that  in  the  not  dis- 
tant future  the  diagnosis  of  these  cases  may  be  based  upon  the 
essential  etiological  factor  rather  than  upon  an  intermediate  and  dis- 
tinctly incidental  pathological  process. 

In  this  connection  it  is  of  importance  that  our  knowledge  has  so 
far  advanced  that  we  may  recognize,  not  alone  pathologically  but 
clinically,  a  number  of  the  individual  infections.  I  do  not  now 
allude  to  the  symptomless  presence  of  pathological  bacteria  in  the 
external  genitalia,  but  to  these  same  or  other  bacteria  in  a  state  of 
virulent  activity.  In  some  instances  this  activity  is  manifested  in 
one  part,  and  in  others  in  another  part  of  the  genital  tract.  Thus 
gonococcic  infection  may  manifest  its  destructive  activity  either  upon 
the  epithelial  surfaces  of  the  entire  genital  tract  or,  finding  an  infec- 
tion atrium,  it  may  traverse  the  circulatory  media,  occasioning  either 
systemic  intoxication  or  local  suppuration  within  or  even  beyond  the 
pelvis.  The  tendency  of  this  micro-organism,  however,  to  advance 
upon  the  mucous  surfaces,  and  its  power  in  so  doing  to  overcome  the 
natural  barriers  to  invasion,  makes  it  the  most  destructive  of  all  the 
individual  infections  of  the  female  genitalia.  The  streptococcus  pyo- 
genes which  has  been  demonstrated  to  exist  in  the  symptomatically 
healthy  vagina  may  likewise  become  the  element  of  a  diffuse  infec- 
tion which,  attacking  the  deeper  structures  of  the  genitalia,  may  mani- 
fest its  virulence  either  in  the  destruction  of  the  tissues  with  which 
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it  comes  in  contact  or,  reaching  the  blood  stream,  produce  the  phe- 
nomena of  pyaemia.  It  is  not,  however,  within  the  proper  limits  of 
a  paper  such  as  this  to  sketch  even  thus  briefly  the  course  of  the 
various  individual  infections,  such  as  that  due  preponderatingly  to 
either  of  the  various  staphylococci,  to  the  bacillus  tuberculosis,  to 
the  pneumococcus,  to  the  bacillus  coli  communis,  to  the  bacillus 
aerogenes  capsulatus,  to  the  actinomyces,  to  the  septic  vibrion,  or  to 
the  echinococci.  It  is  hardly  necessary  to  mention  such  additional 
examples  of  infection  as  diphtheria,  aphthse  (odium  albicans),  and 
bilharzia,  the  micro-organism  of  each  of  which  condition  is  com- 
paratively well  understood,  nor  is  it  necessary  to  speak  of  syphilis  and 
chancroid,  the  infectious  elements  of  which  have  not  yet  been  isolated. 
Consequences  of  Infections.  The  consequences  of  infections 
are  various.  Some,  notably  that  due  to  either  the  gonococcus,  or 
to  the  less  virile  streptococcus,  or  to  the  staphylococcus,  may  be 
limited  to  the  vagina  through  the  self-disinfecting  power  of  that, 
canal,  although  reliance  upon  this  possibility  is  fraught  with  danger. 
In  those  cases  in  which  the  infection  has  become  more  general,, but  is 
restricted  to  the  genitalia,  the  resulting  organic  changes  vary  some- 
what according  to  the  predominating  micro-organisms.  Thus  the 
tissue  changes  consequent  upon  invasion  by  the  gonococcus  are 
essentially  diflferent  from  those  caused  by  the  bacillus  aerogenes  cap- 
sulatus or  by  the  more  familiar  streptococcus  pyogenes.  It  is  true 
that  in  some  of  these  infections  death  of  the  patient  may  come  early 
in  the  process,  or  it  may  be  delayed  until  often  numerous  changes 
have  taken  place,  or  it  may  not  occur  at  all.  But  without  consider- 
ing this  contingency  we  may  recognize  the  organic  changes  consecu- 
tive upon  infection  as  {a)  follicular,  manifested  for  the  most  part  by 
more  or  less  permanent  hypertrophies ;  or  (h)  interstitial,  manifested 
by  the  deposition  or  possibly  the  more  or  less  distinct  organization 
of  inflammatory  products  ;  or  (c)  in  the  destruction  of  the  superficial 
epithelium  and  the  agglutination  of  opposing  mucus  surfaces  ;  or  (d) 
in  the  organization  of  plastic  exudates  on  serous  surfaces.  The  first 
of  these  processes  is  exemplified  in  the  hypertrophy  of  the  mucous 
follicles  of  the  vagina  and  the  endometrium,  and  of  the  vulvo-vaginal 
glands ;  the  second  in  the  more  or  less  permanent  induration  of  the 
cellular  structures  following  an  infection,  and  the  third  in  the  seal- 
ing of  the  Fallopian  tubes  as  revealed  in  every  case  of  pyosalpinx. 
While  the  last-named  process,  namely,  that  of  organization  of  plastic 
exudates  on  serous  surfaces,  is  shown    in  the  development  of  an 
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adventitious  tunic  upon  the  surfaces  of  the  infected  ovary,  and  in 
the  development  of  adhesions  between  proximal  peritoneal  surfaces 
wherever  they  have  been  the  seat  of  infection.  The  functional  re- 
sults are  not  less  striking.  Ovulation  is  made  painful,  menstruation 
becomes  distressing,  coition  becomes  annoying,  and  in  a  majority  of 
instances  sterility  is  the  result.  In  the  meantime  the  general  health 
yields  to  the  constant  source  of  annoyance  and  distress,  and  the 
patient  joins  the  ranks  of  the  chronic  invalids. 

Diagnosis  of  Infections.  It  is  obvious  that  diagnosis  of  the 
infections  is  of  very  great  importance,  and  I  mention  it  in  this  con- 
nection only  to  state  that  the  usual  methods  of  examination  must  be 
supplemented  with  those  of  greater  precision.  The  microscopical  ex- 
amination of  infected  secretions  is  imperative,  and  the  revelations  of 
the  microscope  should  be  supplemented  with  culture  and  inoculation 
experiments  when  necessary.  Practically  all  of  the  morbid  states 
within  the  pelvis  have  a  more  or  less  direct  bearing  upon  the  hema- 
togenetic  function,  and  the  more  careful  study  of  the  blood  is  de- 
stined to  yield  more  precise  data  than  we  yet  enjoy  upon  which  the 
diagnosis  of  intrapelvic  states  may  be  predicated. 

The  Limitation  of  Infections.  The  practical  importance  of 
these  views  has  already  found  expression  in  the  now  well- evolved 
principles  of  antisepsis  as  applied  to  both  gynecological  and  midwifery 
practice.  The  known  presence  of  pathogenic  bacteria  in  the  vagina 
has  led  to  the  careful  sterilization  of  that  canal  before  operations 
are  done,  either  upon  it  or  upon  the  uterus,  and  before  parturition. 
It  would  be  manifestly  improper  for  me,  elementary  as  is  this  paper,  to 
dwell  further  upon  these  details.  I  cannot  resist  the  temptation,  how- 
ever, to  call  attention  to  some  additional  applications  of  the  principles 
which  I  have  enunciated.  Permit  me  to  take  a  familiar  example : 
laceration  of  the  cervix  results  necessarily  in  an  enlargement  of  the 
uterine  ostium.  The  condition  is  generally  associated  with  follicular 
hypertrophy,  and  an  exaggerated  secretion  of  thick,  tenacious  mucus. 
It  must  be  recognized  at  a  glance  that  this  change  in  the  size  of  the 
uterine  orifice  and  in  the  lumen  of  the  cervical  canal  favors  the  in- 
vasion of  the  uterus  by  infectious  elements  residing  in  the  vagina. 
The  tendency  thus  established  is  counterbalanced  to  a  certain  extent 
by  what  may  be  recognized  as  a  compensatory  increase  of  the  cervical 
secretion  by  virtue  of  its  increased  volume,  its  natural  viscidity,  its 
equally  natural  alkalinity,  and  the  course  of  its  current  is  practically 
the  only  remaining   barrier  to  the  infection  of  the  endometrium. 
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Treatment  directed  to  such  a  case  should  not  be  limited  to  a  curet- 
tage and  to  the  cure  by  other  means  of  the  follicular  hypertrophy, 
for  in  the  event  of  success  it  would  only  remove  an  important  safe- 
guard. It  becomes  obvious  at  a  glance  that  treatment  in  such  a 
case  should  never  stop  short  of  restoration  of  the  cervix.  We  thus 
see  that  the  operation  of  Emmet  has  an  additional  claim  for  con- 
sideration, and  I  have  no  hesitancy  in  urging  that  one  of  the 
strongest  reasons  why  a  cervix  even  slightly  lacerated  should  be 
repaired  is  the  prevention  of  probable  infection  of  the  endometrium 
and  secondarily  of  the  Fallopian  tubes. 

The  Prophylactic  Treatment  of  Infection.  But  mani- 
festly the  practical  point  emphasized  by  the  preceding  considera- 
tions must  be  the  disinfection  of  the  vagina.  It  may  be  premised 
in  this  connection  that  the  vagina  does  possess,  to  a  certain  degree, 
the  power  of  self-disinfection ;  yet  as  demonstrated  by  numerous 
observers,  and  as  already  stated  in  this  paper,  pathogenic  bacteria 
are  frequently  found  in  this  canal.  It  follows,  therefore,  that  in 
these  cases  the  self-disinfecting  power  of  the  vagina  is  not  sufficient 
to  remove  the  dangers  that  lurk  in  the  folds  of  that  canal.  It 
would  seem  that  where  these  conditions  exist  art  can  add  but  little 
to  the  resources  of  nature.  The  systemic  experiments  of  Steffeck 
{Bacteriologische  Begrundung  der  Selbstinfection,  1890)  to  dis- 
infect the  vagina  by  mechanical  and  other  means  were  attended 
with  only  partial  success.  Menge  endeavored  to  eliminate  the 
streptococcus  pyogenes  from  a  vagina  in  which  it  had  become  an 
inhabitant.  The  walls  of  the  canal  were  treated  with  detergents, 
very  vigorously  scrubbed,  and  subsequently  irrigated  with  strong 
solutions  of  carbolic  acid  and  of  corrosive  sublimate  in  different 
degrees  of  concentration.  He  also  subjected  his  patient  to  long 
treatment  with  lactic  acid.  The  result  of  his  efforts  and  his  nearest 
attainment  of  success  was  to  reduce  the  infection  for  only  a 
short  time  to  isolated  colonies  of  streptococci,  which  immediately 
began  to  remultiply,  the  original  condition  being  reproduced  in 
from  three  to  six  hours.  He  finally  succeeded  in  eliminating  the 
streptococcus  by  an  application  of  a  50  per  cent,  solution  of  zinc 
chloride,  a  remedy  too  severe  to  be  thought  of  for  ordinary  prac- 
tice, but  after  its  employment  the  streptococcus  was  displaced  by  a 
shot  anaerobic  bacillus.  It  is  evident  from  these  observations,  which 
have  been  confirmed  in  a  practical  way  by  many  practitioners,  that 
the  disinfection  of  the  vagina  when  once  invaded  by  pathogenic 
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bacteria  is  exceedingly  difficult.  In  the  majority  of  these  cases,  as 
emphasized  by  Menge,  it  becomes  necessary  after  all  to  rely  upon 
the  self-disinfecting  power  of  the  canal,  and  this  power,  as  pointed 
out  by  St.  Clair,  works  only  against  the  organisms  that  are  at  once 
true  parasites  and  facultative  aerobes. 

The  broader  question  of  prophylaxis  relates  not  alone  to  aseptic 
precautions  in  manipulation  within  the  vagina  and  uterus,  but  to 
the  limitation  of  infection  of  venereal  origin.  This  is  a  sociological 
question  of  primary  importance.  On  this  point  I  ask  to  be  par- 
doned for  reiterating  view^s  which  I  have  expressed  elsewhere  {Text- 
hook  of  Gynecology)^  as  follows  : 

"  The  social  evil  being  recognized  as  a  fixed  and  inevitable  fact, 
and  the  dissemination  through  it  of  venereal  disease  being  so  de- 
structive to  women,  it  is  the  manifest  duty  of  society  to  subject 
prostitution  to  the  most  rigorous  supervision.  The  medical  profes- 
sion owes  it  to  itself,  and  to  the  human  objects  to  which  it  stands 
consecrated,  to  use  its  influence  to  secure  the  legal  regulation  of  that 
evil  which  society  has  proved  itself  unable  to  suppress." 

Conclusions.  In  concluding  this  paper  I  beg  leave  to  form 
tentatively,  at  least,  a  few  of  the  laws  which  seem  to  determine  the 
role  of  the  infections  in  diseases  of  women : 

1.  The  epithelial  surface  of  the  genital  tract  in  its  integrity  is 
an  efficient  barrier  against  invasion  of  the  underlying  structures  by 
pathogenic  micro-organisms  that  establish  parasitic  and  saprophytic 
relations  of  the  vagina. 

2.  The  normal  cervix  and  its  contained  secretions  are  adequate 
barriers  against  invasion  of  the  uterus  by  pathogenic  bacteria  that 
are  capable  of  maintaining  a  habitat  in  the  vagina. 

3.  The  vagina  possesses  certain  powers  of  self-disinfection, 
which  work  only  against  the  organisms  that  are  at  once  true  parasites 
and  facultative  aerobes. 

4.  Certain  pathogenic  bacteria,  notably  the  gonococcus  of 
Neisser,  the  Klebs-Loeffler  bacillus,  and  the  odiom  albicans,  find  in 
the  warmth  and  moisture  of  the  genital  epithelium  conditions  favor- 
able to  their  propagation  and  to  the  increase  of  their  virulence, 
whereby  the  epithelium  itself  may  be  destroyed  to  the  extent  of 
losing  its  protective  properties. 

5.  Pathogenic  bacteria  innocuously  present  in  the  genital  tract 
may  become  virulent  when  introduced  into  the  underlying  structure 
through  a  breach  in  the  protective  epithelium. 
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6.  Pathogenic  bacteria  when  introduced  into  previously  normal 
tissues  immediately  provoke  the  process  called  inflammation,  the 
essential  phenomenon  of  which  is  the  speedy  deposit  and  rapid  extra- 
vascular  migration  of  the  leucocytes,  which  act  as  phagocytes  in 
preventing  the  further  invasion  of  the  system. 

7.  Pathogenic  bacteria  which  are  not  thus  overcome  by  the  leu- 
cocytes may  enter  either  the  lymphatic  or  the  sanguiniferous  circula- 
tion, producing  secondary  phenomena,  septicaemia,  pyaemia,  and  even 
the  death  of  the  patient. 
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Abdominal  surgery  as  practised  to-day  by  American  surgeons 
is  a  typical  demonstration  of  surgical  ingenuity  and  application  of 
methods  approaching  perfection.  The  peritoneum  is  as  ^  ^  sacred  " 
to-day  as  of  old,  but  modern  asepsis  has  robbed  invasion  of  this 
sac  of  most  of  its  dangers.  Dirty  operations  and  imperfect  tech- 
nique bring  disasters  the  same  as  in  former  years.  The  peri- 
toneum is  filled  vv^itli  hollow  viscera,  most  of  which  are  essential 
to  life.  These  naturally  contain  myriads  of  pathogenic  germs, 
hence  the  opening  of  one  of  these  organs  is  fraught  with  many 
dangers  unless  the  surgery  is  most  skilfully  performed.  The 
improper  application  of  a  single  stitch  may  lead  to  the  loss  of  a 
life. 

Until  recent  years  most  of  the  operations  on  that  part  of  the 
alimentary  system  situated  in  the  abdomen  have  been  performed 
as  emergency  procedures,  and  directly  for  the  purpose  of  saving 
life.  The  successes  in  that  class  of  cases  led  naturally  to  an 
extension  of  surgery  to  operations  having  as  the  indications  not 
primarily  the  saving  of  life,  but  the  relief  of  suffering,  the  restora- 
tion of  function,  and  prolongation  of  life. 

While  gastrectasis  in  the  majority  of  instances  is  due  to  some 
form  of  pyloric  obstruction  there  are  other  cases  in  which  the 
stomach  is  dilated  from  purely  a  muscular  atony,  myasthenia. 
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One  of  the  frequent  causes  of  pyloric  obstruction  is  carcinoma, 
yet  it  must  be  remembered  that  dilatation  of  the  stomach  is  a  slow 
and  gradual  process,  that  cancerous  extension  to  the  muscular 
coats  of  the  stomach  may  take  place  early,  and  that  these  patients 
frequently  die  before  any  obstruction  with  dilatation  takes  place. 
I  call  attention  to  this  phase  of  cancerous  obstruction  because  so 
many  cases  of  non-cancerous  stenosis  with  dilatation  are  refused 
relief  by  surgeons.  An  erroneous  diagnosis  of  malignant  pyloric 
obstruction  has  cost  many  a  patient  his  life  by  robbing  him  of  the 
opportunity  offered  by  a  gastrojejunostomy.  In  the  majority  of 
cases  the  dilatation  is  not  due  to  a  cancerous  obstruction.  A  path- 
ological closure  of  the  pylorus  that  leads  to  the  retention  of  the 
stomach's  contents  (ischochymia)  will  sooner  or  later  produce 
changes  incompatible  with  comfortable  and  healthful  existence. 

The  muscular  coats  of  the  stomach  are  first  thinned  by  the 
dilatation,  but  retain  for  some  time  considerable  contractile  power. 
The  organ  under  some  circumstances  is  capable  of  making  an 
approach  to  its  natural  size  in  its  efforts  to  expel  its  contents 
through  the  pylorus  or  oesophagus.  Later  the  organ  becomes 
permanently  dilated,  w^ith  thinned  or  thickened  walls  in  an  atonic 
state,  and  with  very  little  power  of  self-emptying. 

The  pyloric  and  duodenal  fixation  is  at  a  much  higher  point 
than  the  bottom  of  the  sacculated  stomach.  Any  operation  hav- 
ing as  its  object  the  relief  of  the  distention  and  retention  must  be 
made  with  a  recognition  of  the  above  facts  and  a  site  selected  for 
the  opening  near  the  dependent  portion  of  the  dilated  organ. 

In  reports  of  many  cases  of  pylorectomy  and  pyloroplasty  the 
symptoms  have  not  disappeared  after  operation  ;  the  same  is  true 
when  gastro-enterostomy  is  improperly  performed.  The  weight 
of  the  retained  food  produces  a  downward  displacement  of  the 
stomach  ;  decomposition,  gas  formation,  chemical  and  bacterial 
changes  are  constantly  going  on,  resulting  in  chronic  ptomaine 
poisoning  and  starvation. 

These  are  briefly  the  unnatural  conditions  to  be  overcome  in 
the  treatment  of  a  pyloric  obstruction  regardless  of  the  character 
of  the  pathology. 

Stomach  atony  may  be  determined  by  the  salol  test.  The  salol 
passes  into  the  intestines,  where  it  is  mingled  w^ith  the  alkaline 
intestinal  secretions,  salicylic  acid  being  the  result  ;  this  in  turn 
manifests  its  presence  in  the  urine  at  the  end  of  two  or  three 
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hours,  as  detected  by  the  addition  of  a  drop  of  tincture  of  ferric 
chloride  to  the  urine,  showing  a  violet  color.  This  test  may  be 
misleading  in  cases  of  pyloric  stricture,  as  the  salol  might  remain 
for  days  in  a  non-absorbing  stomach.  Atony  of  the  walls  of  the 
stomach,  as  a  source  of  dilatation  when  acting  as  a  cause  of  chlo- 
rosis, should  receive  the  same  surgical  aid  as  the  other  forms  of 
gastrectasis,  especially  if  other  treatment  has  been  tried  and  failed. 

After  the  operation  I  have  noticed  in  most  of  my  cases  that  the 
normal  secretory  function  of  the  stomach  has  been  restored  and 
that  disagreeable  intestinal  indigestion  has  disappeared,  decom- 
posed and  improperly  prepared  food  leaving  the  stomach,  as  such 
will  not  be  digested  or  assimilated  by  the  intestines.  In  most  of 
my  cases  at  the  end  of  two  or  three  months  the  patients  have 
gained  much  weight,  uncomfortable  symptoms  have  disappeared, 
and  the  size  of  the  stomach  has  materially  diminished,  and  lost 
motility  has  been  restored.  I  have  noticed  that  a  stomach  which 
before  operation  extended  several  inches  below  the  umbilicus  has 
in  the  course  of  several  months,  post-operative,  receded  to  nearly 
its  normal  position.  After  the  operation  these  patients  eat  any- 
thing they  desire  and  are  not  aware  of  the  fact  that  they  have 
a  stomach.  Intestinal  indigestion,  a  frequent  companion  to  a 
dilated  stomach,  usually  disappears.  The  capacity  of  the  stomach 
may  vary  from  the  usual  four  pints  to  a  much  larger  quantity  and 
yet  remain  functionally  normal  (megastria).  This  condition  does 
not  call  for  surgical  intervention  unless  by  pressure  on  other 
organs  symptoms  are  induced  demanding  relief. 

The  application  of  gastrojejunostomy  is  not  limited  to  cases  of 
dilated  stomachs,  but  has  a  much  wider  scope,  as  in  some  cases 
of  gastric  ulcers,  etc.  The  use  of  the  stomach-tube,  proper 
dietetics,  and  tonics  should  not  be  depreciated  in  the  management 
of  the  atonic  variety  of  dilatation,  yet  their  use  should  be  discarded 
after  a  faithful  trial  has  demonstrated  their  futility.  Even  though 
the  obstruction  is  malignant  and  is  accompanied  by  a  dilatation  of 
the  stomach,  the  relief  of  suffering  and  prolongation  of  life  war- 
rants the  operation.  Stomach-washings  should  be  practised  for  a 
few  days  before  operation. 

The  incision  is  made  in  the  median  line  above  the  umbilicus. 
In  none  of  my  cases  has  it  been  necessary  to  make  the  cut  in 
the  abdominal  walls  longer  than  three  inches.  A  small  incision 
shortens  the  time  of  operation,  prevents  handling  of  the  bowels, 


GASTROJEJUNOSTOMY    IN    G  ASTRECT  A  SIS.  81 

and  extrusion  minimizes  the  dangers  from  leakage  of  fluids  into 
the  peritoneum. 

Loreta's  operation,  introduced  in  1883,  has  not  demonstrated 
by  time  and  a  fair  trial  all  claimed  for  it  by  its  originator.  Any 
operation  having  for  its  aim  the  permanent  dilatation  of  a  cicatricial 
narrowing  of  a  canal  must  of  necessity  extend  over  a  long  period 
of  time,  and  that,  too,  with  frequent  divulsions  or  stretchings. 
The  history  of  all  cicatricial  tissue,  especially  when  the  process  of 
healing  extended  over  a  large  mucomuscular  area,  is  to  return  to 
its  contracted  state  after  divulsiou.  This  is  notably  the  case  with 
a  cicatrix  of  the  pylorus  following  a  healed  gastric  ulcer.  The 
operation  of  Loreta  is  certainly  not  applicable  to  the  closure  of 
the  pylorus  due  to  malignancy. 

Pyloroplasty,  or  the  operation  devised  by  Heineke-Mikulicz, 
is  one  that  promises  very  good  results.  It  consists  in  making  a 
longitudinal  incision  on  the  anterior  wall  of  the  duodenum  and 
stomach,  in  all  about  three  or  three  and  one-half  inches  in  length. 
This  incision  is  closed  in  a  v^ertical  direction,  or  transverse  to  the 
way  in  which  the  cut  was  made.  By  thus  closing  the  wound  a 
new  pylorus  is  created,  with  the  cicatricial  tissue  on  its  posterior 
wall.  This  is  a  very  good  procedure,  but  is  attended  by  unneces- 
sary difficulties  to  be  encountered  by  the  surgeon,  and  dangers  to 
which  he  is  not  warranted  in  subjecting  the  patient.  Time  is  an 
important  factor  in  the  success  of  any  abdominal  operation,  and 
especially  is  this  true  in  the  case  of  patients  much  debilitated  from 
any  cause.  Many  of  these  patients  are  much  run  down  as  a 
result  of  the  prolonged  suffering,  lengthened  starvation,  and 
chronic  poisoning  from  decomposed  food,  etc.  Much  surgical 
time  is  occupied  in  doing  a  pylorectomy  or  a  pyloroplasty. 

Malignant  disease  of  the  pylorus,  giving  rise  to  an  occlusion  or 
partial  closure,  with  a  resulting  dilatation,  is  best  relieved  by  the 
operative  procedure  recommended  in  this  paper.  It  must  be 
remembered  that  when  malignant  disease  of  the  pylorus  has 
advanced  to  a  period  when  it  produces  a  closure  of  the  pylorus, 
it  has  also  advanced  beyond  the  limit  of  probable  total  extirpa- 
tion, hence  temporizing  and  comfort-giving  surgery  (by  methods 
entailing  the  least  danger  to  life)  should  be  applied  in  the  case. 

Pyloric  resection  of  cancer,  while  a  brilliant  procedure,  has  not 
been  crowned  with  success  as  far  as  cure  is  concerned,  such  as 
would  entitle  it  to  be  placed  on  the  list  of  advisable  and  warranted 
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surgical  operations.  Tliis  statement,  I  fully  recognize,  is  at 
variance  with  the  writing  and  practice  of  some  of  the  world's 
greatest  teachers  and  surgeons. 

Dreydorff  reports  a  series  of  collected  cases  of  pyloroplasty  with 
a  mortality  of  20  per  cent.  The  same  author  (1894)  tabulates 
188  pylorectomies  with  a  mortality  of  70  per  cent.,  the  average 
duration  of  life  in  those  cases  recovering  from  the  operation  being 
only  eleven  months.  Czerny's  mortality  from  this  operation  is 
41  per  cent.  Any  operation  having  an  immediate  mortality  of 
from  50  to  60  per  cent.,  with  an  average  duration  of  life  of  only 
eleven  months  following  the  procedure,  should  be  banished  from 
the  list  of  legitimate  surgical  operations.  Especially  is  this  true 
when  a  less  dangerous  and  more  satisfactory  method  is  offered  as 
a  substitute. 

In  leaving  a  large  cicatricial  mass  at  the  pylorus  there  is,  as  is 
claimed  by  some  surgeons,  a  disposition  to  malignant  degeneration 
at  the  site  of  this  fibrous  tissue,  but  this  rare  change  is  best 
averted  by  diverting  the  source  of  irritation  (the  passage  of  the 
stomach's  contents)  in  a  direction  furthest  removed  from  the  scar. 

ISTomadic  surgical  procedures,  or  wandering  surgical  operations, 
usually  result  in  half-doing  any  or  all  methods  tried. 

With  a  few  surgeons  the  new  and  untried  technique  presents  a 
seductive  persuasion  hard  to  resist,  but  the  adoption  of  this  tech- 
nique is  only  too  often  disastrous  to  the  patient.  Surgical  calis- 
thenics {'^  keeping  the  hand  in  ")  in  inoperable  cases  of  any  nature 
•should  be  and  are,  as  a  rule,  condemned  by  the  majority  of  opera- 
tors. It  is  useless  and  unsurgical  to  perform  a  pylorectomy  for 
advanced  malignancy  when  it  is  known  that  nothing  but  a  speci- 
men and  a  little  '^  surgical  exercise"  can  be  expected. 

Surgical  procedures  of  long  duration  on  anaemic  patients  are 
fraught  with  much  danger.  Malignant  disease  of  the  pylorus 
soon  induces  profound  ansemia  and  cachexia,  both  militating 
against  successful  surgical  work.  A  pylorectomy  or  a  pyloro- 
plasty takes  too  long,  as  a  rule,  for  a  low  mortality  in  anaemic 
patients. 

The  importance  of  gastrojejunostomy  as  a  drainage  operation 
has  not  been  dwelt  on  sufficiently.  The  direction  of  the  motion 
of  the  stomach  makes  no  difference  in  this  operation  ;  the  intestine 
above  the  site  of  anastomosis  atrophies  to  quite  an  extent  aftpr  the 
operation,  as  its  only  function  is  conducting  the  bile  and  pan- 
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creatic  fluids  downward.  Intestinal  peristalsis  will  divert  any 
tendency  of  the  fluid  to  go  upward. 

AYhile  in  most  cases  it  is  desirable  to  make  the  anastomosis  at 
the  lowest  point  of  the  stomach  on  its  posterior  wall,  equally  as 
satisfactory  results  have  been  obtained  by  an  anastomosis  at  the 
most  dependent  point  on  the  anterior  wall.  Some  of  these  patients 
are  in  such  desperate  physical  condition  that  the  shortest  possible 
time  of  operating  should  be  obtained.  It  takes  a  few  minutes 
longer  to  perform  the  operation  when  the  anastomosis  is  made  in 
the  posterior  wall. 

A  coil  of  the  jejunum  should  be  selected  as  the  portion  of  the 
intestine  to  be  used  in  the  anastomosis.  If  the  anterior  wall  of 
the  stomach  is  selected,  the  intestine  will,  of  course,  have  to  cross 
in  front  of  the  transverse  colon  ;  and  enough  '^  slack''  should  be 
allowed  to  prevent  any  undue  compression  on  the  colon  or  dan- 
gerous tension  at  the  site  of  the  gastro-intestinal  union.  In  one 
of  my  cases  the  anterior  wall  of  the  dilated  stomach  had  descended 
below  and  in  front  of  the  transverse  colon,  making  not  only  the 
anterior  anastomosis  easier,  but  most  desirable.  The  colon  in  this 
case  was  anchored  by  adhesions  that  prevented  its  descent  with 
the  stomach.  The  one  important  practical  truth  to  keep  in  view 
in  the  selection  of  the  site  of  anastomosis  is  that  the  operation  is 
a  drainage  or  ^^  emptying''  one,  and  that  the  opening  must  be  at 
the  bottom.  A  barrel  will  not  empty  itself  through  the  bung- 
hole  while  setting  on  its  end. 

I  have  used  the  Murphy  button  in  all  my  cases.  Its  selection 
does  not  demand  an  apology,  as  all  surgeons  are  familiar  with  its 
uses  as  well  as  intestinal  suturing,  and  can  and  do  use  either  as 
thought  best.  Neither  does  the  technique  of  the  application  of 
the  button  need  any  explanation.  It  is  not  my  intention  to  enter 
into  any  discussion  of  the  selection  of  the  mechanical  means  of 
relieving  the  symptoms  in  these  cases,  as  Dr.  B.  will  get  good 
results  with  the  button.  Dr.  A.  by  suturing,  etc.  The  point  I  do 
desire  to  lay  some  stress  upon  is  the  uselessness  of  the  complicated 
operations  of  twisting  the  intestine  w^ith  multiple  anastomosis  and 
the  resection  of  healthy  bowel  to  obtain  a  theoretical  physiological 
intestinal  circulation  of  the  bowel  contents.  Some  operations — 
Baum's  for  instance — remind  one  of  a  complicated  piece  of 
plumbing  or  automobile  machinery. 

The  following  cases  present  points  of  much  interest  : 
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Case  I. — Mr.  L.,  aged  sixty-six  j^ears.  This  man  some  eight  years 
ago  had  an  attack  of  hepatic  colic  lasting  several  hours.  This  was 
followed  by  a  jaundice  that  persisted  for  three  weeks.  He  soon 
regained  his  former  good  health  and  remained  well  up  to  two  years 
ago,  at  which  time  he  had  another  colic  attack,  not  so  severe  and  not 
followed  by  jaundice.  One  year  ago  he  began  having  more  or  less 
pain  in  the  region  of  the  stomach,  or,  rather,  as  he  expressed  it, 
uneasiness  after  eating.  Two  or  three  months  later  he  began  losing 
his  weight  and  had  occasional  attacks  of  vomiting,  but  did  not  vomit 
blood  at  any  time.  At  my  first  visit  he  could  not  digest  or  retain 
much  solid  food  (muscular  action  was  good).  He  was  greatly  ema- 
ciated, weighing  only  120  pounds,  although  he  formerly  weighed  240. 
His  appetite  was  fairly  good,  and  liquid  nourishment  was  taken  with 
a  relish  and  fairly  well  taken  care  of.  Solid  food  caused  much  pain 
and  nausea  until  relieved  by  vomiting.  On  examining  him  I  found 
that  his  skin  was  flaccid  and  "  swarthy,"  not  of  a  cachectic  appear- 
ance. Pulse  and  temperature  were  normal.  An  examination  of  the 
abdomen  revealed  a  greatly  dilated  stomach ;  its  peristaltic  action 
could  plainly  be  seen  through  the  thinned  parietes.  There  was  no 
pain  on  pressure  at  any  point,  only  in  the  vicinity  of  the  pylorus 
there  existed  a  sense  of  unnatural  resistance,  covering  an  area  the 
size  of  the  palm  of  the  hand.  A  test-meal  when  examined  revealed 
an  absence  of  hydrochloric  acid.  Malignant  stenosis  of  the  pylorus 
was  the  most  probable  diagnosis,  yet  I  did  not  believe  there  existed  a 
malignant  condition.  He  was  given  a  tonic  of  strychnine  and  iron 
and  nutrient  enemata  were  ordered  each  four  hours.  Under  this 
course  he  gained  eight  pounds  in  a  month.  At  operation  a  median 
parietal  incision  three  inches  long  was  made  above  the  umbilicus.  A 
loop  of  jejunum  was  pulled  into  the  incision  after  pushing  the  omentum 
to  the  left.  The  anterior  wall  of  the  stomach  was  delivered  and  a  site 
selected  at  the  lowest  point  of  the  dilatation,  an  opening  made,  pucker- 
ing stitch  applied,  and  one-half  of  a  ]Murphy  button  put  in.  The 
jejunum  was  treated  in  like  manner  and  the  halves  of  the  button  put 
together,  a  continuous  Lembert  suture  was  applied  around  the  button 
for  additional  safety.  Time  of  operation,  fifteen  minutes.  The 
patient  left  the  table  in  good  condition,  and  vomited  for  the  first 
time  ten  hours  after  operation  large  quantities  of  bile.  Two  days  later 
he  had  a  similar  attack.  The  bowels  moved  on  the  second  day,  and 
there  was  no  distention  at  any  time. 

At  the  end  of  twelve  days  I  could  feel  the  button  near  the  caecum ; 
it  had  evidently  completed  its  work  ;  the  button  passed  on  the  fifteenth 
day.  His  symptoms  all  disappeared  and  he  gained  sixty  pounds. 
No  evidence  of  malignancy  could  be  found  at  the  time  of  operating. 
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This  case  was  one  of  non-malignant  stenosis  of  the  pylorus.  The 
patient  lived  four  years  and  died  of  pneumonia. 

Case  II. — Mr.  R.,  aged  sixty-seven  years,  of  Salina,  Kan.,  came 
to  me  January  17,  1900.  Four  months  ago  he  began  losing  weight 
and  complained  of  some  uneasiness  in  the  region  of  the  stomach,  but 
had  no  severe  pain  at  any  time.  His  bowels  were  very  much  consti- 
pated ;  in  fact,  there  had  not  been  a  natural  bowel  movement  in  three 
months.  Enemas  had  been  used  and  even  then  only  a  little  mucus 
and  fecal  stained  fluid  was  passed.  The  obstruction  at  the  pylorus 
has  been  completed  for  the  last  two  months,  during  which  time  the 
stomach- tube  has  been  used  twice  a  day  and  the  contents  of  the  organ 
removed  by  these  washings.  He  had  not  vomited  much.  At  no  time 
had  there  been  hsematemesis.  Pain  had  not  been  a  prominent  symp- 
tom at  any  time.  He  had  formerly  weighed  180  pounds,  but  I  found 
him  much  emaciated  and  very  w^eak,  with  calcareous  arteries.  He 
had  no  fever  or  increased  pulse-beats.  The  abdomen  was  flaccid 
and  free  from  tenderness,  and  there  was  no  cachexia. 

In  the  recumbent  position  nothing  abnormal  could  be  detected  on 
palpation.  When  he  was  placed  in  the  sitting  posture,  by  deep,  firm 
pressure  I  could  detect  a  hard  mass  in  the  right  side  near  the  umbili- 
cus. This  mass  was  the  size  of  a  two-ounce  round  prescription  bottle, 
and  was  quite  freely  movable,  the  range  of  mobility  representing  an 
arc  of  a  circle,  the  axis  of  which  appeared  to  be  near  the  normal  fixed 
point  of  the  pylorus.  When  the  stomach  was  filled  with  water  (six 
pints)  it  descended  an  inch  below  the  umbilicus.  He  was  starving,  as 
the  stomach  could  not  prepare  and  absorb  the  food  necessary  to  hold 
his  health's  standard. 

An  operation  was  advised  and  preparations  were  begun  at  once. 
Nutrient  enemas  were  given  every  four  hours.  Small  quantities  of 
concentrated  nourishment  were  given  day  and  night,  and  the  stomach 
was  washed  by  tube  twice  per  day.  Large  saline  injections  were 
given  by  the  rectum  two  or  three  times  in  the  twenty-four  hours. 
Chloroform  was  administered,  and  a  median  incision  two  and  one-half 
inches  long  was  made  above  the  umbilicus.  The  intestines  were 
empty,  hence  it  was  an  easy  task  to  find  the  jejunum  and  pull  it  into 
the  incision  ;  the  stomach  was  easily  and  quickly  found  and  also  deliv- 
ered, in  part,  through  the  incision.  In  this  case  time  was  a  most 
valuable  consideration,  as  the  patient  was  in  such  a  condition  that 
any  prolongation  of  the  duration  of  operation  meant  death  to  him. 
After  the  intestine  and  stomach  had  been  well  surrounded  with  gauze 
in  the  incision,  an  opening  was  made  in  the  jejunum  some  fifteen 
inches  below  its  fixed  upper  part. 

The  opening  of  the  bowel  of  course  was  made  on  the  convex  surface, 
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the  purse-string  suture  having  been  introduced  before  opening  the 
gut.  The  portion  of  the  button  holding  the  spring  was  introduced 
into  the  bowel  and  the  puckering  string  tied  snugly  about  the  stem  of 
the  button.  A  point  near  the  lower  side,  or,  better,  bottom,  of  the 
stomach  was  selected  and  treated  the  same  as  the  bowel,  and  the 
halves  of  the  button  were  pushed  together ;  a  continuous  Lembert 
suture  was  used  about  the  button  to  give  additional  strength  in  case 
of  severe  vomiting. 

The  anastomosed  stomach  and  jejunum  were  replaced  and  the 
abdominal  incision  was  closed  with  silkworm-gut  sutures.  Duration 
of  operation,  eighteen  minutes.  During  this  short  period  of  operating 
the  patient's  pulse  and  respirations  ceased  four  times,  requiring  artifi- 
cial respiration,  and  during  the  entire  operation  his  chest  and  head 
were  kept  lowered.  Following  the  operation  he  did  not  have  an  ugly 
symptom.  He  was  nourished  by  the  rectum  for  forty-eight  hours, 
after  which  he  took  beefsteak  and  other  concentrated  foods  daily. 
No  vomiting  occurred,  and  only  the  stomach  washings  were  necessary 
on  the  fourth  and  fifth  days.  The  bowels  moved  on  the  third  day. 
At  the  end  of  two  weeks  he  sat  up  in  bed,  at  the  end  of  three  in  a 
chair,  and  in  the  fourth  week  he  returned  to  his  home. 

This  man  died  eleven  months  later  from  an  extension  of  the  malig- 
nant disease.  He  had  no  return  of  his  obstructive  symptoms  after 
the  operation. 

I  am  surprised  that  the  operation  has  not  become  more  popular, 
as  the  indications  for  its  performance  are  so  plain,  the  relief 
brought  so  prompt  and  permanent,  the  mortality  so  low,  and  the 
patients  requiring  it  so  numerous.  Some  of  our  most  widely- 
known  surgeons  have  never,  they  write  me,  performed  the  opera- 
tion. 

I  recognize  how  few  of  the  important  features  of  this  subject 
can  be  embodied  in  a  paper  to  be  presented  before  a  medical 
society.     I  trust  the  discussion  may  elucidate  the  omitted  phases. 

Conclusions. 

1.  Cancer  of  the  pylorus,  even  though  removed,  returns  quickly 
and  always  kills.  Pylorectomy  is  attended  by  a  high  mortality 
and  is  not  a  justifiable  surgical  procedure  in  advanced  carcinoma 
of  the  pylorus.  Gastrectasis  due  to  a  malignant  closure  of  the 
pylorus  is  best  treated  by  a  gastrojejunostomy.  The  operation  as 
advised  by  Wolfler  or  Von  Hacker  best  meets  the  indications. 
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2.  It  is  not  necessary  to  twist  the  bowel,  in  making  the  anas- 
tomosis, to  prevent  the  bile  from  entering  the  stomach. 

3.  The  anastomotic  opening  in  the  stomach  should  be  at  the 
most  dependent  point  of  the  dilated  organ.  The  operation  is 
attended  by  a  low  mortality.  In  all  cases  in  which  marked  dila- 
tation of  the  stomach  exists,  accompanied  by  emaciation,  pain,  and 
invalidity,  the  operation  of  gastrojejunostomy  should  be  performed. 
The  relief  of  pain,  due  to  the  effort  of  the  stomach  to  relieve  itself, 
follows  this  procedure  at  once.  The  patient  gains  rapidly  in 
weight,  and  if  the  disease  is  non-malignant  his  former  good  health 
is  restored. 

DISCUSSION. 

Dr.  a.  L.  Benedict,  of  Buffalo:  I  wish  to  call  attention  to  an 
operation  that  has  only  been  done  a  few  times — i.  e.,  the  operation 
for  the  establishment  of  a  jejunal  fistula.  You  remember  that  Senn 
and  other  surgeons  have  made  a  point  of  side-tracking  carcinomatous 
and  tuberculous  growths.  I  think  this  applies  to  the  stomach,  and 
that  when  it  is  done  the  patient  will  be  more  slowly  affected  by  the 
toxins  of  the  disease.  Up  to  about  three  years  ago  some  thirteen 
cases  in  which  this  operation  had  been  done  had  been  collected.  Two 
or  three  years  ago  a  patient  presented  himself  to  me  who  showed 
marked  emaciation  and  cachexia,  and  a  tumor  at  the  pylorus.  Except 
for  the  age — twenty-nine — it  seemed  to  be  a  typical  case  of  cancer  of 
the  pylorus.  Three  weeks  before  operation  I  passed  the  stomach-tube 
and  found  no  obstruction  at  the  cardia,  but  I  did  find  obstruction  the 
day  before  the  operation,  thus  confirming  our  diagnosis.  We  operated 
with  the  intention  of  removing  the  stomach  if  possible.  Many  adhe- 
sions were  found,  and  apparently  metastatic  tumors  at  the  cardia. 
At  my  earnest  request  the  operator  consented  to  establish  a  jejunal 
fistula.  After  a  month  she  was  fed  by  the  stomach,  and  the  case  has 
been  cured.  Of  course,  we  have  not  cured  a  cancer,  but  some 
lymphoma  or  other  tumor  involving  the  deeper  structures  of  the 
pylorus.  This  case  simply  shows  that  certain  cases  which  appear  to 
be  cancerous  may  be  benefited  by  this  operation.  This  operation,  by 
cutting  off  the  stomach  as  a  digestive  cavity,  affords  an  opportunity 
for  giving  relief  and  prolonging  life. 
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III.  Inguixal  Hernia. 
By  B.  MERRILL  RICKETTS,  M.D., 

CINCINNATI,   OHIO. 

Maxy  methods  for  treating  the  same  pathological  lesion  indi- 
cate vacillation  and  doubt  on  the  part  of  the  operators.  It  also 
indicates  that  a  satisfactory  method  has  either  not  been  devised, 
or  ignorance  of  what  is  required. 

It  is  a  fact  worthy  of  note  that  two-thirds  of  all  cases  of  hernia 
are  inguinal.  In  the  Civil  War  (1861-65)  82  per  cent,  of  all 
hernise  of  soldiers  were  inguinal,  and  it  was  more  often  found  on 
the  right  side. 

Malgaigne's  statistics  show  that  oue  out  of  thirteen  males  had 
hernia,  and  in  females  one  in  fiftv-two  :  the  averao^e  for  France, 
both  male  and  female,  being  one  in  twenty,  the  laboring  class 
suffering  more  frequently  than  any  other. 

Krassnow  found  on  examining  recruits  in  Russia  that  there 
were  five  times  as  many  cases  of  hernia  among  the  Jews  as  among 
the  Christians.  The  same  is  no  doubt  true  in  America  and  Eng- 
land. 

Many  of  the  methods  thus  far  adopted  have  been  of  great  bene- 
fit to  those  afflicted,  and  have  also  done  much  toward  the  dis- 
covery of  a  procedure  that  will  meet  all  the  requirements,  and, 
therefore,  be  ideal. 

The  injection  of  astringents  and  massage  have  proven  efficacious 
in  a  small  per  cent,  of  a  certain  class  of  cases.  But  injection 
should  not  be  employed,  because  of  the  danger  and  uncertainty. 
Both  injection  and  massage  have  failed  to  prevent  recurrences  ;  so 
have  operations. 

Although  this  is  true  massage  has  proven  to  be  a  great  remedial 
agent  in  certain  forms  of  hernia,  especially  in  children.  There 
will  be  a  demand  by  the  laity  in  certain  cases  for  the  continued 
use  of  injection  and  massage  until  all  hope  of  their  success  must 
be  abandoned. 

A  great  many  terms  are  used  in  a  wrong  sense  or  improperly 
applied.  This  is  true  with  regard  to  a  great  many  words  peculiar 
to  the  science  of  medicine.  There  is  no  special  advantage  in  Jiav- 
ing  technical  terms  if  they  be  not  properly  applied.     It  is  sup- 
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posed  that  technical  words,  to  justify  their  existence,  will  promote 
economy  in  the  use  of  words,  and  present  the  idea  to  be  conveyed 
with  great  exactness.  Now,  we  have  the  term  inguinal  canal. 
Canal  is  improperly  used  in  this  connection. 

Canal  :  (1)  A  tube  or  duct  for  carrying  the  fluids  of  the  body  ; 
(2)  a  hollow  instrument  used  as  a  splint. 

Channel  :  French,  channel — canal. 

Annulus  :  A  ring,  circular  or  rounded  opening.  A  circular  or 
rounded  margin.  In  biology  an  encircling  band — e.  g.y  annulus 
abdominalis,  external  and  internal  abdominal  rings  ;  annulus 
abdominis,  the  inguinal  ring. 

Rings  :  A  circular  opening  or  aperture  ;  the  structure  surround- 
ing a  circular  opening  (Gould's  Dictionary  of  Medicine^  etc.,  fifth 
edition.     Philadelphia,  1900). 

^^  The  author  has  expressly  stated  that  the  inguinal  and  femoral 
canals  are  not  properly  canals.  .  .  .  In  a  normal  state  they 
are  simply  flattened  passages. '^  ^ 

The  inguinal  ring  (annulus  abdominis)  is  a  rounded  or  oval 
passage  formed  by  the  aponeurosis  of  the  external  oblique,  the 
internal  oblique,  transversalis  fascia,  subperitoneal  fat,  and  the 
peritoneum.  In  a  normal  state  its  average  length  is  from  one  to 
two  inches  ;  through  it  pass  the  spermatic  cord,  vas  deferens, 
and  ilio-inguinal  nerve. 

Internal  abdominal  ring  (annulus  abdominalis)  is  situated  in 
the  transversalis  fascia  midway  between  the  anterior  superior 
spine  of  the  ilium  and  the  symphysis  pubis,  and  about  half  an 
inch  above  Poupart's  ligament.  It  is  oval  in  form,  and  the 
extremities  of  the  oval  are  directed  upward  and  downward.  The 
size  varies.     It  is  larger  in  the  male. 

The  peritoneal  surface  opposite  the  internal  ring  (annulus  ab- 
dominalis) forms  a  pouch  for  the  cord  and  testis.  This  is  called  the 
infundibulum  processus  peritonei.  Dr.  Marcy  says  that  this 
appellation  is  wrong  ;  that  normally  there  is  no  funnel-shaped 
depression.  It  is  only  formed  by  traction  on  the  cord.  He  says 
the  ideas  usually  held  concerning  this  structure  are  due  to  the 
erroneous  conclusions  of  Cloquet's  work,  published  in  1835. 
Cloquet  had  dissected  over  five  hundred  subjects  who  had  suffered 
from  hernia.     He  mistook  a  pathological  for  a  normal  condition, 

1  "  Hernia,"  by  Joseph  Warren,  M.D.,  second  edition,  p.  6. 
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and  his  error  continues  to  be  taught  to  this  day.  Gross  terms 
this  the  infundlbulifarm  fascia,  and  states  that  when  the  sac  of  an 
oblique  inguinal  hernia  passes  through  the  internal  ring  the 
infundibuliform  process  of  the  transversalis  fascia  forms  one  of  its 
coverings.  The  epigastric  artery  lies  along  the  lower  and  inner 
margin  of  the  internal  ring. 

'^  In  very  young  children  the  inguinal  ring  is  much  shorter 
and  less  oblique,  the  internal  ring  being  immediately  behind  the 
external  ring''  (Gross). 

With  the  growth  of  the  pelvis  in  its  transverse  direction  the 
anterior  spines  of  the  ilia  become  further  apart,  and  thus  draw 
the  internal  ring  more  and  more  away  from  (i.  e.,  to  the  outer 
side  of)  the  external  ring.  Hence  the  inguinal  ring  (annulus 
abdominis)  becomes  more  elongated  and  flattened. 

The  Superficial  Fascia.  This  is  ths  first  structure  met  after 
the  skin  has  been  incised.  On  being  divided  and  reflected  down- 
ward the  superficial  epigastric,  superficial  circumflex,  iliac  arteries, 
and  superficial  external  pudic  vessels  are  exposed.  The  terminal 
filaments  of  the  hypogastric  branch  of  the  iliohypogastric  nerve 
and  the  upper  inguinal  lymphatic  glands  will  also  be  exposed. 

Aponeurosis  of  the  external  oblique  muscle,  Poupart's  ligament 
or  the  crural  arch  is  that  part  of  the  aponeurosis  which  extends 
from  the  anterior  superior  spine  of  the  ilium  to  the  spine  of  the 
pubes.  This  ligament  is  supplied  by  the  superficial  epigastric 
artery. 

Gimbernat's  ligament  is  that  part  which  is  reflected  downward 
and  outward  and  inserted  into  the  pectineal  line. 

The  external  abdominal  ring  (annulus  abdominalis)  is  a  trian- 
gular opening  in  the  aponeurosis  of  the  external  oblique  formed 
by  the  separation  of  the  fibres  of  the  aponeurosis.  It  is  bounded 
below  by  the  crest  of  the  os  pubis  and  on  either  side  by  margins 
of  the  aponeurosis.  The  artery  of  the  vas  deferens  supplies  this 
muscle. 

The  Internal  Oblique  Muscle.  This  muscle  is  thinner  and 
smaller  than  the  external  oblique  muscle,  beneath  which  it  lies. 
Its  aponeurosis  is  inserted  into  the  crest  of  the  os  pubis,  and, 
with  the  aponeurosis  of  the  transversalis,  forms  the  ^^  conjoined 
tendon."  The  latter  is  behind  Gimbernat's  ligament  and  the 
external  abdominal  ring.  Gross  says  that  the  insertion  of  the 
lower  fibres  of  the  internal  oblique  and  transversalis  extend  half 
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an  inch  laterally.  Dr.  Coley,  quoting  Dr.  Blake,  says  that  "  in 
a  majority  of  cases  the  extent  is  less  than  half  an  inch,  and  some- 
times inappreciable  ;  in  this  case  the  insertion  is  almost  wholly 
formed  from  the  internal  oblique.''  Its  external  surface  is  con- 
nected with  the  external  oblique,  latissimus  dorsi,  spermatic  cord, 
and  external  ring  ;  by  its  internal  surface  with  the  transversalis 
muscle,  fascia  transversalis,  internal  ring,  and  spermatic  cord. 
The  circumflex  iliac  artery  supplies  this  muscle. 

TTie  Cremaster  Muscle  is  formed  of  numerous  fasciculi  rising 
from  the  middle  of  Poupart's  ligament  at  the  inner  side  of  the 
internal  oblique.  The  origin  and  insertion  of  the  cremaster  is 
the  same  as  that  of  the  internal  oblique.  It  is  supplied  by  the 
cremasteric  artery. 

The  Transversalis  Muscle  rises  from  the  outer  third  of  Pou- 
part's  ligament  and  from  the  cartilages  of  the  six  lower  ribs,  and 
interdigitates  with  the  diaphragm.  Its  lower  fibres  unite  with 
the  internal  oblique,  thus  helping  to  form  the  "  conjoined 
tendon.'' 

The  Fascia  Transversalis  is  an  aponeurotic  membrane  between 
the  transversalis  muscle  and  peritoneum.  It  is  thick  in  the  ingui- 
nal region.  The  epigastric  and  circumflex  arteries  furnish  the 
blood-supply. 

The  Internal  Abdominal  Ring  (annulus  abdominalis)  is  situated 
in  the  transversalis  fascia  about  one-half  inch  above  Poupart's 
ligament.  It  is  oval  in  form,  larger  in  the  male  than  in  the 
female.  A  quantity  of  areola  tissue  is  between  the  fascia  trans- 
versalis and  the  peritoneum  opposite  the  internal  ring.  The 
epigastric  artery  lies  along  the  lower  and  inner  margin  of  the 
internal  ring. 

The  Peritoneum  forms  a  well-marked  depression  of  varying 
depth  opposite  the  inner  ring  ;  the  epigastric  artery  furnishes  the 
blood-supply. 

The  insertion  of  the  lower  fibres  of  the  internal  oblique  and 
transversalis  extends  one-half  inch  on  the  average,  but  in  some 
cases  it  is  much  less.  This  small  extent  of  connection  of  the 
muscles  is  one  of  the  causes  of  failure  of  operations  for  the  radical 
cure  of  inguinal  hernia.  The  restoration  of  the  parallelism  of 
the  fibres  of  the  internal  oblique  with  those  of  Poupart's  ligament 
is  claimed  by  some  operators  to  be  the  main  dependence  for  non- 
recurrence,  but  this  is  extremely  doubtful. 
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From  a  consideration  of  the  anatomy  of  the  structures  involved 
in  inguinal  hernia,  it  will  be  seen  that  they  lack  vascularity  and 
nerve-supply.  In  an  operation  the  nerves  and  bloodvessels  must 
necessarily  be  severed.  This  prevents  their  perfect  repair,  and 
they  are  less  able  to  withstand  the  intra-abdominal  pressure. 
The  imperfect  state  of  the  muscles  and  the  lax  condition  of  tis- 
sues due  to  sedentary  habits  render  hernia  more  liable  to  happen 
suddenly  upon  violent  strain. 

Persons  suffering  with  hernia  complain  that  they  have  more 
difficulty  to  retain  the  parts  in  place  when  weakened  or  debilitated 
by  disease.  This  may  explain  the  reason  why  elderly  persons 
become  more  subject  to  this  misfortune  as  age  advances. 

It  is  well  known  that  the  changes  which  take  place  in  tissue 
that  has  been  subjected  to  reformation  are  uncertain.  But  the 
many  causes  which  produce  this  uncertainty  are  not  known,  or, 
if  known,  not  well  understood. 

Dr.  P.  Assmy  assigns  the  division  of  the  motor  nerves  as  the 
cause  of  ventral  hernia  following  laparotomy.  In  such  cases  the 
intercostal  nerves  are  divided.  There  can  be  no  anastomosis  with 
the  nerves  of  the  other  side,  and,  probably,  none  with  the  neigh- 
boring nerves.  Consequently,  the  muscle  loses  its  innervation 
and  undergoes  paralysis  and  atrophy.  Hence  the  atrophic  and 
weakened  abdominal  walls  are  easily  protruded  in  response  to 
intra-abdominal  pressure.  And  this  is  true,  too,  in  cases  which 
have  undergone  operation  for  inguinal  hernia. 

Many  operators  advocate  the  entire  removal  of  the  sac.  This 
is  necessary,  as  often,  when  the  sac  is  allowed  to  remain,  it 
becomes  gangrenous.  Other  operators  claim  that  to  effect  a 
permanent  cure  it  is  necessary  to  restore  the  obliquity  of  the 
inguinal  ring.  But  this  is  impossible,  especially  in  a  large  or 
long-standing  hernia,  for  in  such  cases  the  ring  has  become  oblit- 
erated. There  is  no  passage,  and  the  external  and  internal  rings 
have  become  one. 

All  herniotomies  should  be  regarded  as  modified  laparotomies. 
The  only  death  that  occurred  in  the  author's  practice  was  due  to 
the  fact  that  he  failed  to  make  an  incision  sufficiently  long  to 
enable  him  to  make  a  thorough  examination  of  the  condition  of 
the  gut. 

In  at  least  10  per  cent,  of  cases  operated  upon  the  adhesions' in 
repair  resulting  from  closure  of  the  inguinal  ring  are  inefficient. 
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This  is  true  with  all  kinds  of  suture  materials — that  is,  if  suture 
alone  be  used.  The  ideal  material  for  this  pur])ose  is  one  of 
sufficient  life  to  permit  a  deposit  of  new  tissue  upon  the  peri- 
toneum externally,  in  connection  with  that  upon  the  transversalis 
fasciae  directly,  and  tlie  remaining  tissues  indirectly.  Tlirough- 
and-through  sutures  equalize  the  pressure  on  all  the  tissues 
involved.  This  is  important  with  muscular  tissue,  which  is  on 
the  stretch,  and  fibrous  tissue.  Shepherd,  of  Montreal,  says  all 
kinds  of  sutures  will  not  last  more  than  three  or  four  weeks  when 
placed  in  tissues  on  the  stretch.  It  can  readily  be  seen  that  either 
the  sutures  must  give  way  or  the  tissues  themselves  tear.  Most 
operators  favor  one  kind  of  suture  material.  Non-absorbable 
sutures  have  powerful  advocates,  while  absorbable  sutures  have 
just  as  able  advocates. 

Many  statistics  are  given  showing  the  advantage  of  one  kind  of 
suture  over  the  other.  But  statistics  are  not  always  reliable. 
Still,  the  preponderance  of  opinion  is  in  favor  of  non-absorbable 
sutures,  silver  wire,  and  silkworm-gut.  One  report  states  that 
of  116  cases  in  which  silk  was  used  suppuration  occurred  in  24 
per  cent.,  while  in  330  cases  in  which  silver  wire  was  employed 
only  4.2  per  cent,  suppurated.  If  animal  sutures  are  as  short- 
lived as  some  claim  them  to  be,  patients  should  not  be  allowed  to 
sit  erect  or  get  out  of  bed  on  the  eighth  or  tenth  day  as  Bassini 
directs. 

Those  operators  who  favor  buried  suture  claim  that  infection 
occurs  less  often  when  wire  is  used.  Many  oppose  leaving  wire 
sutures  in  place.  What  real  objection  can  be  raised  to  this  pro- 
cedure ?  The  presence  of  wire  will  not  interfere  with  the  natural 
movements  of  the  tissues  any  more  than  does  a  linear  cicatrix 
produced  by  absorbable  sutures.  And,  in  addition,  it  prevents 
the  rupture  of  the  cicatrix  by  intra-abdominal  pressure,  and, 
therefore,  contributes  to  the  prevention  of  relapse. 

The  use  of  a  wire  mattress  meets  all  the  objections  that  can  be 
urged  against  other  methods  of  uniting  the  severed  tissues.  If  a 
sufficient  quantity  of  wire  be  used,  and  if  the  mattress  be  properly 
and  permanently  placed,  sutures  may  not  be  necessary.^  Of 
course,  at  times,  fixation  sutures  may  be  needed.     Such  a  pro- 


1  If  the  mattress  be  properly  placed  over  the  opening,  I  doubt  the  necessity  of  suturing- 
the  tissue  beyond. 
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cedure  interferes  the  least  with  the  vascularity  and  innervation 
of  the  tissues  involved. 

Absorbable  sutures  defeat  the  very  object  desired.  The  con- 
ditions are  such  that  only  a  non-absorbable  and  elastic  material 
should  be  used. 

The  fear  of  infection  need  deter  no  one  from  the  use  of  the  wire 
mattress.  If  infection  should  occur,  the  method  employed  by  the 
originator  of  the  use  of  the  mattress,  Dr.  A.  M.  Phelps,  is  satis- 
factory. He  curettes  out  all  the  infected  portion,  fills  the  wound 
with  carbolic  acid,  and  washes  the  latter  out  with  alcohol,  claim- 
ing that  in  all  cases  in  which  he  employed  the  wire  mattress  not 
a  single  relapse  has  occurred,  and  that  the  strongest  part  of  the 
abdominal  walls  is  that  part  involved  in  the  field  of  operation. 

Many  surgeons  claim  that  if  they  could  prevent  sepsis  they 
could  be  certain  of  a  perfect  cure.  Others  claim  that  a  very 
large  percentage  of  their  cases  are  septic,  but  only  a  small  per- 
centage relapse,  while  the  former  class  state  that  their  relapses 
will  amount  to  10  or  15  per  cent. 

What  deductions  are  to  be  made  from  these  conflicting  state- 
ments ?  Does  infection  cause  recurrence  ?  If  so,  what  degree  of 
infection  is  necessary  to  produce  relapse?  Is  it  not  time  to  draw 
a  halt  in  this  seeking  excuses  for  what,  in  reality,  is  caused  not 
by  infection,  but  by  imperfect  methods  and  imperfect  work  ?  It 
is  probably  the  patient's  skin  and  hands  of  the  surgeon  which  are 
responsible  for  infection.  It  is  impossible  to  sterilize  the  skin  or 
hands.     All  kinds  of  suture  material  can  be  sterilized. 

Varicocele^  is  said  to  be  a  causative  factor  in  producing  inguinal 
hernia.  Now,  statistics  show  that  inguinal  hernia  is  more  frequent 
on  the  right  side,  while  varicocele  is  more  frequent  on  the  left. 
It  is  reasonable  to  infer  that  if  varicosis  has  anything  to  do  with 
inguinal  hernia  the  latter  should  be  found  more  frequently  on  the 
left  side  than  on  the  right,  or  that  varicocele  should  be  more  fre- 
quent on  the  right  side.  Might  not  varicocele  act  as  a  preventive 
to  inguinal  hernia?  If  varicocele  does  so  act  the  veins  of  the 
scrotum  should  not  be  excised.  And  since  there  is  no  positive 
proof  that  varicosis  is  a  causative  factor  in  inguinal  hernia,  the 
veins  should  not  be  excised  because  of  any  fancied  effect  on  the 
hernia.     There  are  many  other  conditions  which   imperatively 

1  Varicocele  (varus,  varix,  crooked ;  and  ktiTit]    tumor).    Why  not  form  the  entire  word 
from  the  Greek— cirsocele  (mpaug  varix,  and  ar/h/  tumor)  ? 
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demand  tlieir  excision,  but  their  excision  for  the  relief  of  hernia 
is  uncalled  for. 

In  attempting  the  reduction  of  a  hernial  tumor  it  should  be 
borne  in  mind  that  the  formation  of  the  peritoneal  sac  may  be 
double  or  multiple,  though  this  is  a  rare  condition.  Therefore  it 
is  best  never  to  assume,  but  determine  from  positive  knowledge, 
the  actual  condition.  Always  give  the  patient  the  benefit  of  the 
doubt. 

Dr.  R.  H.  Russell  claims  that  inij^uinal  hernia  in  children 
occurs  because  of  the  presence  of  the  hernial  sac,  which  has 
remained  after  the  testicle  descends  into  the  scrotum.  A  perma- 
nent cure  may  be  effected  by  simply  excising  the  sac.  But  Funke 
and  others  claim  that  atrophy  of  the  testicle  often  follows  herni- 
otomies in  children.  This  is  caused  by  the  cord  being  compressed 
by  the  cicatricial  tissue. 

The  statistics  of  infection  and  recurrence  in  inguinal  hernia  are 
interesting  and  instructive.  Dr.  Marcy  claims  that  only  2  per 
cent,  of  his  cases  suppurated.  In  500  operations  there  were  about 
10  per  cent,  of  recurrences.^  Dr.  J.  Collins  Warren  claims  that 
the  percentage  of  recurrences  will  average  less  than  8  per  cent. 
He  favors  silk  for  suture.  According  to  this  writer  only  2  per 
cent,  of  adults  are  cured  by  w^earing  a  truss.  He  differs  from 
Drs.  Bull  and  Coley  in  placing  the  age  limit  for  operative  treat- 
ment at  fifty.     He  has  had  good  results  in  cases  much  older. 

The  author  of  this  paper  secured  as  good  a  result  in  the  case 
of  a  man  seventy- eight  years  old  as  in  any  younger  man.  Dr. 
Warren  claims  that  if  a  relapse  does  not  occur  w^ithin  a  year  of 
the  operation  it  may  be  considered  as  safe  from  relapse. 

The  writer  in  the  last  fourteen  years  has  operated  on  forty- 
seven  cases  of  non-strangulated  inguinal  hernia.  There  was  one 
death.  This  event  occurred  suddenly  sixteen  days  after  operation 
while  the  patient  w^as  on  the  commode.  Death  w^as  probably 
due  to  perforation  of  the  gut  caused  by  internal  strangulation. 
One  relapse.  Two  recurrences  (4.22  percent.).  One  case  was 
the  third  operation  upon  a  man  who  had  two  previous  operations 
by  other  surgeons.  Another  was  the  second  operation  for  a  recur- 
rence. In  the  first  operation  I  used  silver  wire.  The  ages  of 
my  patients  ranged  from  eighteen  months  to  seventy-eight  years. 

1  One  well-known  surgeon  claims  that  suppuration  is  always  followed  by  a  recurrence. 
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Including  stitch-hole  infection,  suppuration  occurred  in  twenty- 
three  cases  (49  per  cent.).  In  one  case  a  very  deep  and  severe 
abscess  developed;  the  source  of  infection  was  determined. 

Metal  sutures  were  employed  in  four  cases,  kangaroo- tendon  in 
forty-three.  Suppuration  occurred  in  two  cases  sutured  with 
silver  wire  (50  per  cent.).  It  was  not  necessary  to  remove  the 
wire.  Twenty-one  cases  suppurated  which  had  been  sutured  with 
kangaroo-tendon  (49  per  cent.).^  All  except  six  of  these  cases 
occurred  in  private  practice  ;  the  six  were  performed  in  public 
hospitals.  The  large  percentage  of  infection  was  probably  due 
to  the  imperfect  means  at  hand  in  private  homes  to  secure  asepsis. 

Dr.  Coley,  in  his  latest  published  paper  on  inguinal  hernia  in 
the  female,  states  that  in  every  case  in  which  suppuration  occurred 
it  was  due  to  stitch-hole  infection.  The  Johns  Hopkins  Hospital 
Reports,  vol.  ii.,  give  20  per  cent,  as  the  percentage  of  infection 
in  366  operations. 

Dr.  Coley  is  a  iirm  advocate  of  the  use  of  catgut  and  kangaroo- 
tendon.  On  page  5  of  his  reprint.  The  Radical  Cure  of  Inguinal 
Hernia  in  the  Female,  he  states  that  absorbable  sutures  can  be  made 
absolutely  sterile.  He  also  claims  that  he  and  Dr.  Bull  have 
used  catgut  and  kangaroo-tendon  ten  years,  implyiug  that  they 
obtained  good  results.  Then  he  states  that  the  clinical  results  as 
regards  primary  union  are  unfavorable  to  the  use  of  absorbable 
sutures.  He  immediately  states  that  the  use  of  non-absorbable 
sutures  has  its  disadvantages,  and  argues  against  their  use.  He 
quotes  Dr.  Bloodgood's  report  to  support  his  argument.  These 
very  tables,  or  his  own  quotations  from  them,  are  contradictory, 
for  where  silk  was  used  suppuration  rose  to  24  per  cent.,  while 
where  wire  was  used  only  4.2  per  cent,  suppurated.  So,  too, 
with  regard  to  the  formation  of  sinuses.  Coley  says  that  not 
alone  in  cases  which  suppurated  that  sinuses  developed,  but  they 
may  develop  months  and  years  after  the  operation,  and  that  they 
occur  when  there  is  perfect  primary  union.  Quoting  Dr.  Blood- 
good  again,  he  says  of  twenty-two  cases  closed  with  silk  only 
three  healed  without  discharging  some  of  tiie  deep  sutures,  while 
nine  out  of  thirteen  closed  with  silver  wire  had  no  sinus  forma- 
tions.    On    page    8    he  says  in   effect  that  having  proven    the 

1  As  one  year  is  generally  taken  as  the  limit  for  recurrence,  if  the  ten  operations*  per- 
formed during  the  last  year  be  omitted,  the  percentage  of  recurrence  in  my  practice  will 
equal  5.4  per  cent. 
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superiority  of  chromicized  cat-gut  and  kangaroo-tendon  over  silver 
wire,  silkworm-gut,  etc.,  it  remains  for  the  users  of  the  latter 
materials  to  prove  why  they  should  not  abandon  their  use. 

To  an  unprejudiced  person  it  seems  that  if  he  has  proved  any- 
thing he  has  proved  the  superiority  of  silver  wire  and  silkworm- 
gut.  Then  on  the  last  page  he  says  that  6.5  per  cent,  of  his  last 
series  of  operations  suppurated.  And  this  took  place  when  he 
used  absorbable  suturing  material  ;  4.2  per  cent,  suppurated  when 
wire  was  used,  and  only  (?)  6.5  percent,  with  the  boasted  absorb- 
able sutures.^ 

One  hundred  and  thirty-one  circular  letters  were  sent  out  to  as 
many  different  surgeons  in  this  country  requesting  the  approxi- 
mate percentage  of  recurrence  in  cases  upon  which  they  had 
operated  for  inguinal  hernia.  '  Only  sixty-six  replied.  Of  these 
three  say  they  had  but  a  few  recurrences,  but  give  no  definite 
percentage.  Eight  claim  to  have  had  no  recurrences,  seven  give 
no  percentage,  fifteen  say  they  know  nothing  definite  regarding 
the  latter  history  of  their  patients.  Thirty-three  gave  a  definite 
approximate  percentage  ;  this  varies  from  1  per  cent,  to  15  per 
cent.  The  average  percentage  given  is  5.6  per  cent.  This  per- 
centage agrees  with  that  stated  in  the  latest  text-books.  By  tak- 
ing the  percentage  as  given  by  these  thirty-three  operators  and 
adding  the  percentage  of  recurrences  in  my  own  practice  the 
average  percentage  for  thirty-four  operators  will  be  5.58  per 
cent.^  Some  of  the  figures  given  seem  very  low,  while  others 
seem  excessively  high.  Still,  the  highest  percentage  given  only 
equals  the  average  percentage  for  Europe.  Prof.  Girard,  of  Berne, 
says  that  the  average  percentage  for  Europe  is  15  per  cent.  His 
statement  is  corroborated  by  Kuemmel,  of  Hamburg. 

Dr.  A.  H.  Ferguson  gives  the  following  statistics  :  Number 
of  patients,  227  ;  double  hernise,  32  ;  total  number  of  operations, 
259  ;  number  of  patients  heard  from,  165  ;  number  of  relapses 
known  and  reported,  0  ;  reward  offered  for  every  case  of  relapse 
after  ^^  typical  operations,'^  §10  ;  number  of  cases  in  which  the 
reward  has  been  claimed,  0.  He  is  the  authority  for  the  state- 
ment that  Drs.  William  and  Charles  Mays  have  performed  over 

1  The  very  iact  that  many  surgeons  are  using  chromicized  kangaroo-tendon  is  a  self- 
evident  fact  that  they  are  seeking  something  longer-lived  than  the  suture  material 
ordinarily  used. 

-  This  percentage  is  based  on  the  aggregate  number  of  operations  reported  by  these  thirty- 
four  surgeons,  6027. 
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500  herniotomies,  using  Ferguson's  ^^  typical  operation/'  without 
a  single  relapse.  Dr.  Christian  Fenger  savs :  ^^  T  should  judge 
that  the  recurrence  does  not  exceed  5  per  cent.  I  have  myself 
certainly  not  operated  a  second  time  on  3  per  cent.'' 

All  those  writers  who  have  given  a  definite  approximate  per- 
centage base  it  on  their  total  number  of  operations.  This  is  not 
exactly  fair  if  it  be  true  that  at  least  one  year  must  elapse  before 
an  operation  can  be  considered  successful. 

Now,  if  the  approximate  percentage  of  recurrence  equals  5.58 
per  cent,  on  the  cases  that  are  known,  how  much  greater  would 
the  percentage  be  if  the  fate  of  all  the  patients  was  known. 

It  is  but  common  justice  to  say  that  those  who  reported  no  per- 
centage, or  know  nothing  of  the  after-history  of  their  patients,  or 
who  do  not  report  an  approximate 'percentage,  are  just  as  promi- 
nent as  those  who  did,  and  have  performed  at  least  as  many 
operations. 

One  prominent  surgeon  says  :  '^  The  observations  in  these  cases 
show  that  nearly  one-half  have  recurrence.  The  more  modern 
methods  of  operation  seem  to  have  lowered  this  percentage." 

Another  claims  that  relapse  is  caused  when  there  is  ^^  either 
sigmoid  or  csecal  hernia,  where  the  bowel  has  come  through  the 
canal  without  peritoneal  covering  upon  its  posterior  surface,"  and 
when  the  patient  has  been  a  heavy  beer  drinker  and  has  fatty 
defeneration  of  the  muscular  tissue. 

Dr.  Abbe  says  since  he  has  used  the  Bassini  method  he  has  had 
no  relapse.  He  uses  silkworm-gut  in  all  cases  to  suture.  Pou- 
part's  ligament  to  the  internal  abdominal  wall.  He  further  says  : 
^^  I  have  never  had  one  thrown  out — none  suppurated  so  as  to 
require  removal. " 

The  seven  favorite  operations  in  use  to-day  for  the  radical  cure 
of  inguinal  hernia  are  the  Marcy-Bassini,  Macewen's,  Andrews', 
Halsted's,  Ferguson's,  Phelps',  and  Bloodgood's.  The  expres- 
sion ^^Marcy-Bassini"  is  used  advisedly,  because  Dr.  Marcy 
discovered  and  employed  this  method  long  before  Bassini 
announced  to  the  world  the  method  which  bears  his  name.  Dr. 
J.  Collins  Warren  also  hit  upon  this  method  of  operation,  which 
he  claims  to  be  the  nearest  to  nature's  method,  independently  of 
Bassini.  The  Marcy-Bassini  method  seems  to  be  the  most 
popular.  From  statistics  at  our  command  it  i&  permissible  to 
venture  the  assertion  that  95  per  cent,  of  herniotomies  performed 
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are  according  to  the  Marcy-Bassini  method,  or  niodificatious 
thereof ;  3  per  cent,  will  cover  all  other  methods  in  which 
absorbable  or  buried  sutures  are  employed  ;  2  per  cent,  will 
cover  all  operations  in  which  wire  is  used.  There  are  on  record 
about  one  thousand  operations  in  which  wire  was  employed.  The 
Marcy-Bassini  operation  was  a  great  advance  in  surgical  technique. 
A  professor  of  surgery  said  that  the  recurrences  amounted  to  over 
50  per  cent,  when  he  employed  the  McBurney  and  Macewen  oper- 
ations. There  was  but  one  relapse  in  his  last  series  of  operations. 
The  Bassini  method  was  employed  in  twenty-three  cases  and  the 
Halsted  in  two.  The  relapse  was  a  Bassini.  Witzel,  of  Germany, 
closes  hernial  orifices  with  deep  sutures  ;  he  then  weaves  the  silver 
wire  in  and  out  the  strands  ;  in  other  words,  he  darns  the  opening. 

In  conclusion,  permit  me  to  call  your  attention  to  three  addi- 
tional causes  of  failure  in  radical  operations  for  inguinal  hernia : 
(1)  Deficient  origin  (attachment)  of  the  internal  oblique  ;  (2) 
pressure  on  the  walls  of  the  abdomen  by  the  truss  (where  one  has 
been  worn)  ;  (3)  the  length  of  time  the  hernia  has  existed,  espe- 
cially in  the  aged. 

In  making  a  radical  operation  do  not  divide  fibres  of  any 
tissue,  do  not  cut  bloodvessels,  do  not  cut  nerves.  If  there  be  no 
cutting  of  nerves  or  bloodvessels  repair  will  be  more  certain  and 
rapid,  for  the  reason  that  the  vitality  and  innervation  of  the  tissues 
will  be  preserved.     But  the  operator  should  not  cut  out  the  fat. 

The  question  of  evolution,  perhaps,  plays  an  important  part  in 
arriving  at  a  true  philosophy  of  the  etiology  of  inguinal  hernia, 
at  least  in  the  male. 

Is  inguinal  hernia  more  prevalent  to-day  than  in  past  ages? 
Is  inguinal  hernia,  or  rather  the  structural  peculiarity  which 
makes  it  possible,  a  reversion  to  the  type  ?  Or  is  there  a  failure 
during  foetal  life  of  certain  metamorphoses  in  the  morphology  of 
the  pelvic  structures  and  organs  ?  All  of  these  are  interesting 
questions,  and  our  answers  to  them  will  determine  finally  the  dis- 
puted theories  concerning  the  philosophy  or  etiology  of  hernia. 

It  might  also  be  well  to  examine  into  the  question  whether  any- 
thing in  the  habits  produced  by  our  rapidly  advancing  civilization 
has  anything  to  do  with  it.  Is  man  advancing  toward  perfection 
morphologically,  or  is  he  degenerating  ? 

In  the  time  of  the  Emperor  Constantine  operations  for  hernia, 
which  involved  the  loss  of  the  cord  and  testicle,  were  so  numerous 
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that  they  were  checked  by  a  royal  decree  for  fear  that  the  country 
would  suffer  from  the  lack  of  population. 

Perhaps  an  apology  is  due  concerning  the  use  of  names.  The 
writer  has  not  felt  at  liberty  to  use  the  names  of  those  who  im- 
parted information  through  personal  communications,  except  in  a 
few  instances,  but  he  has  felt  at  liberty  to  use  the  names  of  the  au- 
thors of  the  published  articles  to  which  he  has  referred  in  this  paper. 

ExPERIifENT. 

Wire,  silkworm-gut,  catgut,  silk,  and  kangaroo-tendon  were 
buried  in  order  to  test  the  various  theories  advanced  concerning 
the  longevity  of  different  kinds  of  suture  material.  The  specimen 
shows  far  better  than  words  the  results  obtained.  The  tissue  is 
seen  growing  through  and  through  the  meshes  of  the  wire  mat- 
tress. The  latter  is  just  such  a  martress  as  is  used  in  the  Phelps 
method  of  herniotomy.  It  shows  how  little  the  mattress  inter- 
feres with  the  natural  movements  of  the  muscles  involved.  It 
also  proves  that  the  mattress  produces  no  evil  results  by  its  pres- 
ence. The  absorbable  sutures  have  begun  to  disintegrate.  This 
process  had  evidently  begun  some  days  before  the  animal  was 
killed.  The  non-absorbable  sutures  are  intact.  The  dog  was 
killed  and  belly  wall  removed  fifteen  days  after  the  operation. 
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DISCUSSION. 

Dr.  John  A.  Wyeth,  of  New  York,  by  invitation :  Mr.  President 
and  Gentlemen  :  To  my  mind  the  essential  features  in  the  true  method 
for  the  radical  cure  of  an  inguinal  hernia  are  primarily  the  entire 
obliteration  of  the  sac,  and  secondarily  the  securing  of  the  prolifera- 
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tion  of  uewly-formed  connective  tissue  sufficient  to  hold  the  parts  in 
the  position  placed  by  the  suture.  I  think,  in  the  few  minutes  allotted 
me,  I  can  explain  my  ideas  on  this  subject.  If  you  will  tie  a  string 
around  a  handkerchief,  thrust  through  your  thumb  and  fingers,  and 
will  then  tie  a  string  around  that  according  to  the  method  of  Bassini, 
and  will  then  turn  the  handkerchief  or  peritoneal  sac  over,  you  will 
find  that  there  will  be  left  a  funnel.  This  is  an  invitation  for  the 
reformation  of  a  hernia.  Bassini  committed  the  error  of  tying  a 
string  around  this  funnel.  This  can  be  obliterated,  however,  by  a 
modification  of  the  method  of  Macewen.  By  simply  suturing  with 
sterile  catgut,  it  is  folded  upon  itself  and  is  then  tucked  up  and  held 
in  position  until  it  is  fastened  by  plastic  exudation.  I  would  also 
advise  clean  excision  and  direct  suture.  The  method  of  Bassini  is 
ideal  in  certain  respects.  The  idea  involved  in  the  procedure  is  to 
carry  the  muscular  fibres  of  the  transversalis  and  the  internal  oblique 
over  and  stitch  them  to  the  infolded  edge  of  Poupart's  ligament.  Any 
operation  to  make  a  muscle  element  unite  to  a  connective  tissue  ele- 
ment, such  as  Poupart's  ligament,  meets  with  much  difficulty.  One 
reason  for  this  is  that  in  including  a  dozen  or  twenty  strands  of  mus- 
cular fibres  they  are  hammered  down  tightly  and  are  cut  loose  within 
twenty-four  hours  by  fatty  metamorphosis  produced  by  the  pressure. 
If  those  sutures  were  carried  through  and  brought  down  barely  snugly, 
just  as  the  good  surgeon  would  suture  the  skin,  these  fibres  would  be 
held  by  wire,  by  silkworm-gut,  by  chromicized  catgut,  or  by  good 
kangaroo-tendon.  The  most  essential  feature  of  all,  in  my  opinion, 
is  to  secure  fibrillation  of  the  connective  tissue  before  pressure  is 
placed  on  the  parts.  This  can  only  be  done  by  complete  rest  in  bed 
on  the  back  for  six  weeks.  I  know  by  study  in  the  laboratory  that 
in  six  weeks  connective  tissue  elements  are  formed  and  fibrillated, 
and  have  some  power  to  hold,  but  it  is  difficult  to  demonstrate  any 
such  fibrillation  sooner  than  this. 


lY.  The  Toxin  of  the  Colon  Bacillus.^ 
By  VICTOR  C.  YAUGHAN,  M.D., 

ANN    ARBOR,  MICH. 

In  our  work  on  the  bacteriology  of  cheese,  McClymonds  and  I 
found  that  the  colon  bacillus  is  present  in  practically  all  samples 
of  American  green  cheese,  and  we  also  ascertained  that  cultures 

1  This  paper  contains  the  substance  of  a  talk  given  before  the  New  York  State  Medical 
Society,  Januarj-  30, 1901,  but  \yas  written  a  month  later. 
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of  this  germ  may  be  boiled  without  destroying  their  toxicity. 
Cooley  and  I  took  up  this  work  and  have  recently  reported  our 
results.  It  is  the  purpose  of  this  paper  to  make  a  further  report 
on  the  same  subject.  Since  Dr.  Cooley  left  me  I  have  been  ably 
assisted  by  Mr.  L.  M.  Gelston. 

As  has  been  explained  in  the  article  by  Cooley  and  myself,  we 
have  attempted  to  isolate  the  toxin  from  the  bacterial  cell,  and 
have  therefore  worked  with  the  germ  substance  obtained  from 
growths  on  solid  media.  Generally,  we  have  employed  a  number 
(50  to  100)  of  Eoux  flasks  of  the  largest  size.  These  are  pre- 
pared with  a  2  per  cent,  beef -tea  agar  and  inoculated  with  a 
beef-tea  culture  of  the  bacillus.  The  colon  bacilli  with  which  we 
have  worked  have  been  obtained  from  cheese,  water,  and  normal 
feces.  As  a  preliminary  step  the  virulence  of  the  germ  is  inten- 
sified by  passing  it  through  a  number  of  animals.  The  Roux 
flasks  after  inoculation  are  placed  in  a  warm  room  or  in  a  large 
incubator.  After  a  time  varying  with  the  growth  of  the  bacillus 
the  cells  are  scraped  from  the  surface  of  the  agar  and  used  in  the 
preparation  of  the  toxin. 

With  this  germ  substance  obtained  in  this  way  numerous 
experiments  have  been  made,  and  the  facts  learned  may  be 
summed  up  as  follows  : 

1.  The  toxin  is  contained  within  the  germ  cell,  from  which  it 
does  not,  at  least  under  ordinary  conditions,  diffuse  into  the 
culture  medium. 

This  is  shown  by  the  following  experiments  :  A  beef-tea  cul- 
ture which  had  been  grown  for  twenty-one  days  in  the  incubator 
was  filtered  through  porcelain.  Eight  c.c.  of  the  clear,  sterile 
filtrate  was  injected  intra-abdominally  into  a  guinea-pig  weigh- 
ing 435  grammes,  December  4,  1900.  The  animal  was  restless 
for  some  time  immediately  after  the  injection,  probably  due  to  the 
volume  of  the  fluid  used,  but  gave  no  other  evidence  of  any  effect 
of  the  injection,  and  remained  well  afterward. 

As  a  control  to  this  experiment  0.25  c.c.  of  the  same  culture 
unfiltered  injected  into  a  guinea-pig  of  the  same  weight  killed  the 
animal  within  twelve  hours. 

It  might  be  argued  that  these  experiments  do  not  show  that  the 
colon  toxin  is  not  in  solution  in  the  beef-tea  culture,  but  that  the 
toxin  although  in  solution  will  not  pass  through  a  porcelain  filter. 
This  is  shown  not  to  be  the  case  from  the  following  experiment : 
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An  iinweighed  portion  of  dried  bacterial  cells  was  suspended 
in  water  heated  in  the  autoclave  to  154°  under  two  kilos  of  press- 
ure and  filtered  through  porcelain.  Four  c.c.  of  this  clear  filtrate 
w^ere  iujected  into  the  abdominal  cavity  of  a  guinea-pig.  In 
thirty-six  hours  this  animal  died,  and  the  post-mortem  findings 
were  those  usually  found  after  death  from  the  toxin.  This 
experiment  shows  that  the  toxin  of  the  colon  bacillus  after  being 
removed  from  the  bacterial  cell  by  means  of  superheated  water 
may  be  filtered  through  porcelain. 

2.  The  toxin  is  not  extracted  from  the  cell  by  either  alcohol  or 
ether. 

We  have  repeatedly  extracted  the  bacterial  cells  with  both  of 
these  reagents  at  different  temperatures,  evaporated  the  extracts 
thus  obtained,  dissolved  the  residues  in  water,  and  injected  these 
aqueous  solutions  into  animals.  No  effect  has  been  induced  by 
this  treatment.  These  reagents  even  after  prolonged  boiling  do 
not  produce  any  visible  alteration  in  the  form  or  tinctorial  prop- 
erties of  the  germ.  Traces  of  coloring-matter  and  fats  are  appar- 
ently the  only  substances  extracted  from  the  germ  cell  by  alcohol 
or  ether,  and  it  is  probable  that  all  of  the  coloring-matter  and  the 
greater  part  of  the  fat  come  from  the  agar  on  which  the  bacillus 
has  been  grow^n. 

3.  A^ery  dilute  alkalies  do  not  extract  the  toxin  from  the  cells. 
This  is  showm  by  the  following :  100  milligrammes  of  germ 

substance  in  a  0.25  per  cent,  solution  of  potassium  hydrate  were 
boiled  in  an  open  test-tube  for  five  minutes.  After  this  exposure 
the  germ  substance  was  separated  from  the  supernatant  fluid  in  a 
centrifuge  and  w^as  found  to  be  still  highly  toxic  while  the  fluid 
was  inert. 

4.  The  germ  substance  may  be  heated  to  a  high  temperature 
with  water  without  destruction  of  the  toxin. 

Two  hundred  milligrammes  of  germ  substance  were  placed  with 
10  c.c.  of  water  in  a  tube,  which  was  sealed  and  heated  to  184° 
for  thirty  minutes.  On  opening  the  tube  the  contents  were  found 
to  be  milky,  and  microscopical  examination  show^ed  a  granular 
mass  containing  a  few  unbroken  cells.  Portions  of  this  heated 
substance  injected  into  guinea-pigs  caused  death,  and  autopsy 
showed  the  lesions  usually  found  in  these  animals  when  killed 
with  the  colon  toxin. 

Another  portion  of  the  contents  of  this  heated  tube  was  placed 
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in  a  centrifuge  and  separated  into  a  deposit  and  a  supernatant 
milky  fluid.  Guinea-pigs  were  inoculated,  some  with  the  deposit 
and  others  with  the  fluid  ;  both  sets  died.  This  shows  that 
superheated  water  breaks  up  the  cell  wall. 

5.  Boiling  with  a  0.2  per  cent,  solution  of  hydrochloric  acid  has 
but  little  if  any  effect  upon  the  germ  cell  or  its  contained  toxin. 
One  hundred  milligrammes  of  the  germ  substance  were  boiled  in 
an  open  test-tube  with  10  c.c.  of  a  0.2  per  cent,  solution  of 
hydrochloric  acid.  This  induced  no  visible  alteration  of  the 
bacterial  cells  as  seen  through  the  microscope,  and  the  injection 
of  this  germ  substance  thus  heated  after  neutralization  caused 
death  in  animals  in  the  usual  time  and  with  the  usual  post-mortem 
findings. 

6.  Heating  the  germ  substance  for  an  hour  at  the  temperature 
of  the  water  bath  with  water  containing  from  1  to  5  per  cent,  of 
hydrochloric  acid  breaks  up  the  cell  wall  and  lessens  but  does  not 
destroy  tlie  toxicity  of  the  cell  contents.  Prolonged  heating  may 
render  the  toxin  inert. 

Five  hundred  milligrammes  of  germ  substance  was  heated  on 
the  water  bath  for  one  hour  with  500  c.c.  of  a  5  per  cent,  solu- 
tion of  hydrochloric  acid,  then  decanted  through  a  filter.  The 
filtrate  was  clear  and  colorless,  and  gave  no  precipitate  when 
dropped  into  absolute  alcohol,  but  that  the  acid  had  dissolved 
some  part  of  the  substance  is  shown  by  the  fact  that  the  filtrate 
gave  the  biuret  test. 

The  portion  undissolved  by  the  acid  was  dissolved  in  100  c.c.  of 
a  dilute  solution  of  sodium  bicarbonate,  and  this  was  injected  into 
guinea  pigs  as  follows  : 


No 

1 
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10 

igh 

t  275 

g. 

Keceived 

10  C.C 

255 
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( i 

8   '' 

250 

li 

7  '' 
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a 

6  " 

285 

'' 

5  '' 

300 

u 

4  '' 

315 

u 

3  '' 

290 

a 

2  '' 

250 

a 

1  " 

These  injections  were  made  at  6  p.m.,  February  5th.     Nos.  1, 
2,  5,  6,  7,  8,  and  10  were  found  dead  at  7  a.m.,  February' 6th  ; 
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No.  4  on  the  morning  of  February  8th  ;  No.  3  on  the  morning 
of  February  9th  ;  and  No.  9  on  the  morning  of  February  11th. 

7.  The  toxin,  separated  from  the  cell  wall  by  digestion  of  the 
latter  with  hydrochloric  acid  and  pepsin,  is  markedly  active. 

I  removed  the  germ  growth  from  fifty  Roux  flasks,  and 
extracted  it  with  96  per  cent,  alcohol  at  ordinary  temperature  as 
long  as  the  alcohol  took  up  coloring- matter.  The  germ  substance 
was  then  collected  upon  a  filter  and  the  alcohol  allowed  to  drain 
away  ;  then  the  mass  of  germs  was  placed  in  a  beaker  and  1000 
c.c.  of  a  0.2  per  cent,  solution  of  hydrochloric  acid  and  0.5 
gramme  of  active  pepsin  added.  The  beaker  with  contents  was 
allowed  to  stand  for  four  days  in  the  incubator,  the  mixture  being 
occasionally  stirred.  The  undigested  portion  is  found  by  micro- 
scopical examination  to  be  amorphous,  but  still  easily  stained 
with  methylene-blue.  This  was  collected  on  a  filter,  washed 
thoroughly  with  96  per  cent,  alcohol,  dried  to  a  constant  weight 
at  100°,  and  pulverized.  One  hundred  milligrammes  of  this 
powder  were  shaken  with  50  c.c.  of  water,  with  which  it  formed 
a  colloidal  body  of  acid  reaction.  On  adding  enough  bicarbonate 
to  render  the  mixture  feebly  alkaline  the  toxin  dissolved  to  an 
opalescent  fluid.  This  was  sterilized  by  boiling  over  the  naked 
flame  and  was  injected  into  guinea-pigs  : 

No.  1  . 

"  2  . 

'•  3  . 

"  4  . 

''  5  . 

''  6  . 

"  7  . 


''  10      . 

Nos.  1,  2,  and  3  died  within  six  hours  ;  Nos.  4,  5,  6,  and  10 
within  twelve  hours,  and  Nos.  8  and  9  within  twenty-four  hours. 
One-fifth  of  a  milligramme  of  this  toxin  kills  guinea-pigs  of  200 
grammes  and  less  weight. 

After  death  from  this  toxin  there  is  usually,  not  always,  con- 
siderable (from  2  to  10  c.c.)  serum  in  the  peritoneal  cavity. 
This  is  sterile  if  removed  before  post-mortem  infection  takes 
place,  and  it  has  absolutely  no  germicidal  action  on  the  colon 
bacillus,  as  the  following  extract  from  my  protocol  book  shows  : 


weight  407  j 

grams. 
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16 

mg.  of  toxin. 

392 
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^^  Every  tube  of  exudate  taken  from  the  above-mentioned  pigs 
proved  to  be  sterile.  This  was  shown  by  making  beef-tea  inocu- 
lations from  each  tube,  all  of  which  remained  free  from  growth. 
I  then  tried  the  germicidal  action  of  one  of  these  exudates  on  the 
colon  bacillus.  A  loop  of  a  beef -tea  culture  of  this  germ  was 
placed  in  a  tube  of  beef-tea  and  then  a  loop  of  this  dilution  was 
added  to  a  tube  of  the  serum  and  plates  made  from  this  at 
intervals : 


Time  . 

5  min. 

15  min. 

30  min. 

60  min, 

Colonies 

.     10 

25 

28 

100 

^  ^  This  test,  repeated  several  times,  shows  that  the  serum  that 
collects  in  the  abdominal  cavity  after  fatal  poisoning  with  the 
toxin  of  the  colon  bacillus  has  no  bacterial  action  on  this  organ- 
ism, but  furnishes  a  medium  on  which  it  grows  readily. 

^^  This  serum  is  not  only  without  germicidal  effect  on  the  colon 
bacillus,  but  it  fails  to  agglutinate  this  organism.' ' 

There  are  many  interesting  problems  in  connection  with  this 
toxin  which  I  do  not  yet  feel  able  to  discuss.  If  the  toxin  be 
confined  within  the  cell  wall,  how  is  it  set  free  when  the  whole 
germ  either  living  or  dead  is  introduced  into  the  animal  ?  If 
this  is  accomplished  by  phagocytic  action,  do  the  phagocytes 
destroy  the  toxin  when  they  kill  the  germ  ?  What  is  the  chem- 
istry of  this  toxin  ?  Is  it  a  definite  compound,  or  is  it  composed 
of  the  many  substances  mentioned  by  Ehrlich  in  his  theory  con- 
cerning the  constitution  of  toxins  ?  Does  the  bacterial  cell  con- 
tain both  a  toxin  and  an  immunizing  body,  or  may  the  toxin  be 
changed  into  an  immunizing  substance  either  by  artificial  means 
or  within  the  animal  body  ?  These  and  other  similar  questions 
await  further  study.  Although  I  have  pushed  my  investigations 
along  the  lines  here  suggested  further  than  is  indicated  in  this 
paper,  I  do  not  feel  that  the  knowledge  obtained  up  to  the 
present  time  is  sufficiently  accurate  to  satisfy  myself  or  others, 
and  I  prefer  not  to  indulge  in  theories.  However,  the  fact  that 
at  least  one  of  the  bacterial  toxins  is  a  remarkably  stable  body 
and  can  be  obtained  in  the  dry  state  and  permanent  form  justifies 
us  in  taking  a  somewhat  more  optimistic  view  concerning  the 
probability  of  ascertaining  the  chemical  constitution  of  these 
bodies  than  that  recently  expressed  by  Brieger  and  accepted  by 
Ehrlich. 
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DISCUSSION. 

Dr.  a.  Jacobi,  of  New  York  :  The  bacterium  coli  is  charged  with 
being  a  dangerous  microbe  and  with  giving  rise  to  infection  of  distant 
organs.  We  find,  for  instance,  pneumonias  in  connection  with  enter- 
itis. If  it  is  a  dangerous  germ,  in  what  way  does  it  become  danger- 
ous ?  It  cannot  act  through  its  poison,  because  that  is  surrounded  by 
a  thick,  insoluble  membrane.  On  distant  organs,  therefore,  it  would 
seem  that  it  could  only  act  by  the  formation  of  an  embolism. 

Dr.  H.  N.  Moyer,  of  Chicago  :  I  would  like  to  know  if  there  is 
any  explanation  for  the  peculiar  pathogenic  qualities  of  the  colon 
bacillus  when  cut  off  from  its  normal  habitat  of  the  alimentary  canal 
— i.  e.,  the  experimental  ligations  of  the  normal  appendix.  Under 
these  circumstances  it  seems  to  have  a  virulence  w^hich  it  does  not  pos- 
sess if  the  lumen  of  the  appendix  is  not  occluded. 

Dr.  Vaughan  :  Both  questions  are  exceedingly  interesting.  Of 
course,  I  take  this  poison  and  suspend  it  in  water,  and  then  inject  it 
under  the  skin  or  into  the  abdominal  cavity  of  the  guinea-pig,  and  it 
kills  the  animal.  How  does  it  accomplish  this  ?  The  poison  appar- 
ently is  soluble  in  the  blood,  probably  because  of  the  presence  of  cer- 
tain albumins.  This  partially  explains  what  has  been  asked,  but  a 
deeper  and  more  difiicult  question  is  involved,  and  it  brings  up  the 
whole  subject  of  phagocytosis.  The  phagocytes,  while  preventing  fur- 
ther multiplication  of  the  germs,  seem  to  set  the  poison  free — in  other 
words,  the  phagocyte  more  than  likely  poisons  itself  in  its  effort  to 
prevent  the  further  development  of  the  germ.  If  a  considerable 
quantity  of  this  poison  is  injected  into  the  abdominal  cavity  of  a 
guinea-pig  or  rabbit  it  produces  the  same  sj^mptoms  as  if  the  germ 
itself  were  taken.  In  these  cases  there  is  an  accumulation  of  blood- 
serum  in  the  abdominal  cavity,  yet  this  serum  has  absolutely  no  germi- 
cidal properties  on  the  colon  bacillus.  It  is  the  best  culture  medium 
for  the  growth  of  the  colon  germ.  Undoubtedly  when  the  intestine 
is  occluded  a  congestion  of  the  parts  takes  place,  with  accumulation 
of  the  phagocytes.  It  is  a  question  whether  the  colon  bacillus  ever 
poisons  until  the  phagocytes  act  upon  the  cell. 
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V.  The  Surgery  of  the  Spleen. 
By  J.  COLLINS  WAEREN,  M.D.,  Hon.  F.R.C.S.  Eng., 

BOSTON,  MASS. 

Owing  probably  to  the  imperfect  knowledge  of  the  various 
affections  of  the  spleen,  operations  upon  that  organ  have  not  kept 
apace  with  the  surgery  of  the  other  organs  of  the  abdominal  cavity  ; 
but  the  increased  attention  given  to  the  study  of  the  blood  in 
recent  years  has  aided  greatly  in  unravelling  the  somewhat  tangled 
classification  of  diseases  of  the  spleen,  has  led  to  a  more  intelligent 
study  of  pathological  conditions,  and  has  paved  the  way  for  a 
more  rational  treatment. 

Among  the  list  of  affections  of  this  organ — which  is  much  larger 
than  one  might  suppose — there  are  several  which  it  is  generally 
agreed  go  beyond  the  pale  of  surgery  ;  others  have  been  found  to 
be  well  adapted  to  surgical  interference,  and  in  some  of  the  more 
purely  medical  diseases  there  are  several  which  hold  out  hope  for 
encouraging  treatment  in  the  future. 

It  is  for  this  reason  that  it  has  seemed  to  me  appropriate  in  this 
communication,  in  presenting  a  few  cases  of  splenectomy,  to  call 
attention  to  the  diseases  of  this  organ,  and  to  consider  to  what 
extent,  from  the  present  point  of  view,  they  are  amenable  to 
surgical  treatment. 

The  list,  which  is  by  no  means  a  short  one,  includes,  among 
others,  the  following : 

1.  Malarial  spleen. 

2.  Splenic  anaemia. 

3.  Splenic  leukaemia. 

4.  Chronic  enlargement  of  the  spleen  in  infancy. 

5.  Banti's  disease,  or  hypertrophy  with  cirrhosis  of  the  liver. 

6.  Atrophic  cirrhosis  of  the  liver  leading  to  enlarged  spleen. 

7.  Amyloid  disease. 

8.  Echinococcus  and  other  cysts. 

9.  Cavernous  angioma  of  the  spleen.     Fibroma. 

10.  Wandering  spleen. 

11.  Twisted  pedicle. 

12.  Abscess  of  the  spleen. 

13.  Rupture  of  the  spleen. 
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14.  Sarcoma  of  the  spleen. 

15.  Tuberculosis  of  the  spleen. 

There  are  also  groups  of  cases  classed  as  simple  hypertrophy. 
The  enlargement  of  this  organ  seems  at  times  to  be  a  racial  char- 
acteristic. Among  the  Armenian  inhabitants  of  Boston  enlarge- 
ment of  the  spleen  is  so  common  as  to  be  regarded  of  little  diag- 
nostic significance.  In  Southern  Italy  large  spleens  are  said  to  be 
very  common,  and  there  is  a  tradition  there  that  disease  of  this 
organ  is  cured  by  eating  onions. 

Splenectomy  is,  of  course,  no  new  operation.  Indeed,  it  is 
said  to  have  been  done  in  the  most  ancient  times,  and  several 
writers  of  antiquity  state  that  the  spleen  was  sometimes  actually 
excised  from  runners  to  give  them  greater  speed. 

Bartholomeus  says  that  the  Turks,  if  their  old  chroniclers  are 
to  be  believed,  had  a  special  and  secret  means  of  removing  the 
spleen  of  runners. 

According  to  Shattuck,  laymen  have  informed  him  that  splen- 
ectomy has  been  practised  on  the  Indian  runners  of  Texas  and 
on  the  Syces  of  Hindostan,  and  that  this  operation  was  per- 
formed on  the  spleen  of  the  runners  to  spare  them  the  stitch  in 
the  side. 

The  number  of  operations  performed  in  modern  times  is  by  no 
means  small.  Hagen,  in  a  recent  monograph,  has  collected  three 
hundred  and  sixty,  with  a  mortality  of  38.3  per  cent.  This  is  a 
decided  improvement  on  the  statistics  collected  by  different  writers 
up  to  1894,  which  varied  from  51.6  per  cent,  to  49.6  per  cent. 
After  carefully  revising  his  list  and  eliminating  what  would  be 
considered  incurable  cases,  and  cases  in  which  the  diagnosis  has 
not  been  sufficiently  established,  Hagen  was  able  to  reduce  this 
mortality  to  12.2  per  cent.,  which  he  thinks  may  fairly  be  con- 
sidered the  legitimate  mortality  of  the  operation  as  practised  at 
the  present  time. 

1.  Malarial  Spleen.  The  large  spleen  of  chronic  malaria  is 
often  accompanied  by  a  degree  of  anaemia  so  marked  as  to  justify 
the  term  cachexia  ;  the  history  of  the  recurring  attacks  and  of 
residence  in  malarial  districts  will  assist  in  the  diagnosis,  and  the 
blood  examination  will  probably  show  the  characteristic  pigment 
and  perhaps  malarial  organisms.  Quite  a  number  of  malarial 
spleens  have  been  removed  in  recent  years,  and  the  mortality  per- 
centage of  the  operation  is  still  diminishing.    Hagen  has  collected 
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eighty-eight  cases  of  malarial  hypertrophy  of  spleen  exclusive  of 
wandering  spleen.  Of  these  cases,  twenty-four  previous  to  the 
year  1890  gave  a  mortality  of  62.5  per  cent.,  while  sixty-four 
cases  operated  after  the  year  1890  gave  a  mortality  of  23.4  per 
cent.  When  we  consider  the  very  large  size  that  the  organ  often 
attains  in  this  disease,  and  the  unfavorable  constitutional  condi- 
tion of  the  patient,  such  results,  if  not  all  that  we  could  hope 
for,  are  at  least  encouraging.  Jonnesco  regards  the  spleen  of 
malaria  as  a  habitat  of  the  malarial  organisms,  but  does  not 
advise  splenectomy  as  an  early  form  of  treatment. 

2.  Splenic  ancemiay  or  splenic  pseudoleukoemia,  is  a  disease  of 
young  adult  life,  and  is  to  be  sharply  distinguished  from  the 
anaemias  of  infancy,  with  many  of  which  is  associated  a  moderate 
enlargement  of  the  spleen.  This  is  a  disease  which  has  lately 
been  brought  into  prominence  by  the  investigations  of  several 
writers,  and  as  it  seems  one  which  holds  out  promise  of  good 
results  from  surgical  treatment,  I  shall  take  the  liberty  of  making 
more  than  a  brief  allusion  to  it. 

Sippy  collected  twenty-five  cases  of  splenic  anaemia,  and  Osier 
reported  fifteen  ;  these  being  the  only  cases  so  far  reported  which 
were  in  any  way  characteristic. 

The  clinical  course  of  the  disease  is  about  as  follows :  An 
insidious  onset,  with  slight  pallor  and  dizziness,  is  soon  followed 
by  the  appearance  of  the  splenic  enlargement.  There  is  rarely 
complaint  of  much  pain  and  tenderness  over  the  tumor,  although 
extreme  sensitiveness  may  draw  attention  to  the  tumor  before  the 
anaemia  has  become  marked.  At  this  stage  nausea,  vomiting, 
and  diarrhoea  may  occur  as  well  as  epistaxis  and  dyspnoea.  As 
the  tumor  increases,  enlargement  of  the  spleen  toward  the  umbil- 
icus and  the  right  iliac  crest  occurs,  more  complaint  is  made  of 
the  dragging  sensation  in  the  left  side,  and  the  increased  anaemia 
causes  marked  debility  and  fatigue,  oedema  of  the  feet,  and 
occasionally  an  evening  rise  of  temperature.  As  the  disease  pro- 
gresses the  extreme  pallor  changes  to  a  yellowish  color,  and  in 
several  of  Osier' s  cases  a  bronzing  of  the  skin  is  noted.  Ascites  may 
develop  in  the  later  stages,  and  also  petechiae,  and  even  extensive 
hemorrhages  from  the  stomach  and  intestines.  Finally,  protracted 
diarrhoea  follows,  and  death  from  extreme  exhaustion.  There  is 
no  enlargement  of  the  lymphatic  glands.  The  study  of  the 
blood   in  splenic  anaemia   is    essential    to   a   positive   diagnosis. 
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many  of  the  reported  cases  being  quite  worthless  on  account  of 
the  lack  of  complete  blood  examination,  and  the  differential  count 
of  the  white  blood-corpuscles  is  quite  as  necessary  as  an  estimate 
of  their  whole  number,  as  only  by  this  means  can  cases  of  leu- 
kaemia, pernicious  ansemia,  and  the  infantile  aniemias  be  excluded. 

The  first  change  in  the  blood  in  splenic  anaemia  is  a  diminution 
of  hiemoglobin,  together  with  a  lesser  degree  of  diminution  of 
red  corpuscles — an  ansemia  of  the  chlorotic  type.  This  is  soon 
followed,  however,  by  an  extreme  drop  both  in  red  corpuscles  and 
haemoglobin,  the  appearance  of  large  and  small  and  imperfectly 
formed  red  corpuscles,  and  occasionally  even  nucleated  forms  and 
normoblasts.  The  coagulability  of  the  blood  is  much  diminished, 
and  the  type  of  an  extreme  anoemia  only  little  short  of  the  per- 
nicious type  is  presented.  The  white  corpuscles  are,  as  a  rule, 
actually  and  relatively  diminished,  in  spite  of  the  large  diminu- 
tion of  red  corpuscles,  and  a  differential  estimate  of  the  white 
corpuscles  shows  probably  a  normal  ratio  between  young  and 
adult  forms.  Although  a  slight  preponderance  of  the  younger 
forms  (large  and  small  mononuclears)  exists  in  a  certain  propor- 
tion of  cases,  there  should  be  no  myelocytes.  This  statement  of 
the  blood  condition  shows  that  there  is  no  one  characteristic 
which  serves  to  distinguish  splenic  anaemia  from  secondary  anaemia 
of  any  kind  ;  but  it  is  by  the  lack  of  certain  well-defined  char- 
acteristics that  we  rule  out  other  and  more  easily  recognized 
diseases,  and  for  this  reason  the  blood  examination  is  essential. 
The  normal  histology  of  the  spleen  at  the  present  time  is  so  little 
understood,  and  the  function  of  the  spleen  itself  is  so  obscure, 
that  reports  of  autopsies  and  of  examination  of  specimens  removed 
at  operations  are  of  necessity  unsatisfactory  and  incomplete. 

Sippy  collected  ten  cases  where  the  pathological  findings  were 
clearly  indicated,  and  these,  for  the  most  part,  give  us  no  accurate 
knowledge  of  the  etiology  of  the  disease. 

The  spleen  is  always  enlarged,  generally  to  five  or  ten  times  its 
usual  size  (the  normal  weight  of  the  spleen  is  200  grammes),  and 
there  is  an  increase  in  the  consistency  of  the  organ  ;  on  section, 
areas  of  connective  tissue  are  described  replacing  the  pulp 
reticulum  with  firm  tissue.  Atrophy  and  sclerosis  of  the  Mal- 
pighian  bodies  were  noted  by  Banti.  (A  marked  point  of  differ- 
entiation from  leukaemia,  in  which  the  Malpighian  bodies  are 
increased.     Cabot. ) 
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Splenic  ansemia  is  regarded  by  some  writers  as  a  splenic  form 
of  Hodgkin's  disease.  In  this  instance,  however,  splenic  enlarge- 
ment is  uncommon  ;  and  when  it  does  occur,  the  size  of  the  spleen 
does  not  attain  the  proportions  of  a  true  splenic  anaemia.  The 
anaemia,  also,  is  slow  in  its  development.  Moreover,  it  does  not 
appear  that  the  condition  of  the  spleen  is  analogous  to  the  condi- 
tion of  the  lymphatic  glands  in  Hodgkin's  disease. 

Bovaird  has  described  a  form  of  endothelial  splenomegaly  accom- 
panied by  an  anaemia  of  later  appearance  and  longer  duration,  but 
it  has  been  questioned  whether  this  might  not  be  actual  tumor  forma- 
tion.   The  weight  of  evidence,  however,  lies  on  the  side  of  Bovaird. 

The  cases  described  by  Osier  were  of  longer  duration  than 
Sippy's,  one  of  them  extending  to  ten  years.  The  longest  case 
of  Sippy  lasted  three  and  one-half  years. 

Sippy  regards  the  disease  as  fatal  unless  relieved  by  surgical 
interference.  Of  the  seven  cases  reported  by  him  in  which 
splenectomy  was  done,  five  recovered. 

Osier,  however,  considers  the  disease  of  less  severity,  and 
advises  operation  only  in  chronic  cases  where  there  are  recurring 
attacks  of  hemorrhage. 

A  recent  writer  (A.  O.  J.  Kelly)  speaks  thus  on  the  treatment 
of  splenic  ansemia  :  ^^  It  is  upon  the  assumption  that  the  enlarge- 
ment of  the  spleen  is  the  essential  feature  of  the  disease  that  the 
only  successful  treatment  known  at  present  is  based.  Medicinal 
treatment  is  hopelessly  inefficient.  In  but  a  few  cases  has  tem- 
porary improvement  followed  regulation  of  the  diet  and  the  mode 
of  living,  fresh  air  and  sunshine,  iron,  arsenic,  and  the  like.  In 
appropriate  and  selected  cases,  removal  of  the  enlarged  spleen 
should  be  considered.''  He  advises  operation  as  soon  as  the  phy- 
sician can  become  assured  of  the  correctness  of  the  diagnosis. 

In  Kelly's  case  there  was  hemorrhage  from  the  genitals,  on 
one  occasion,  of  a  quart  of  blood,  the  catamenia  following  at  the 
regular  time  one  week  later. 

One  of  Osier's  cases,  operated  upon  by  Gushing,  recovered. 
Four  died,  one  after  an  operation  for  stone  in  the  bladder,  and 
the  end  result  of  the  other  cases  is  not  stated. 

The  case  which  I  report  below  adds  one  to  the  list  of  successful 
cases  operated  upon  for  this  disease. 

3.  Splenic  Leukcemia,  The  clinical  features  of  splenic  anaemia 
and  of  splenic  myelogenous  leukaemia  are  identical.     It  is  for 
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tills  reason  that  the  separation  of  this  disease  has  only  been 
attained  by  the  differential  blood  examination.  This  shows,  in 
splenic  leukaemia,  an  increase  in  the  total  number  of  white  cor- 
puscles with  the  appearance  of  the  characteristic  cell — the  mye- 
locyte. Even  in  one  case  reported  by  Osier,  in  which,  during 
the  remission  of  the  disease,  the  white  count  fell  as  low  as  7500, 
there  was  still  4  per  cent,  of  myelocytes.  On  the  white  count, 
then,  and  the  myelocytes  is  based  the  diagnosis  of  splenic  mye- 
logenous leukaemia. 

Splenectomy  in  this  disease  is  almost  invariably  followed  by  a 
fatal  result.  Hagen  reports  forty-two  operations  with  only  four 
recoveries.  Death  was  almost  without  exception  due  to  secondary 
hemorrhage  from  the  surface  of  the  wound,  owing  to  the  condi- 
tion of  the  walls  of  the  large  vessels. 

The  case  of  Richardson's,  which  I  give  below,  adds,  however, 
one  to  the  list  of  recoveries. 

4.  Chronic  enlargement  of  the  spleen  in  infancy  is,  as  in  adults, 
an  almost  constant  accompaniment  of  leukaemia,  pseudoleukaemia, 
cirrhosis  of  the  liver,  and  malaria.  Indeed,  most  of  the  chronic 
affections  of  infancy,  especially  those  associated  with  cachexias, 
cause  chronic  enlargement  of  the  spleen.  The  splenic  enlarge- 
ment is,  as  a  rule,  moderate  only,  but  it  sometimes  attains  con- 
siderable size.  The  tumor,  however,  readily  yields  to  the  treat- 
ment appropriate  to  the  disease,  and  marked  diminution  in  the 
size,  or  actual  disappearance,  is  often  recorded. 

5.  Band's  Disease,  or  Hypertrophy  with  Cirrhosis  of  the  Liver. 
The  case  reported  by  this  writer  is  somewhat  analogous  to  those 
already  alluded  to  as  splenic  anaemia. 

In  the  earlier  stages  we  see  an  anaemia  and  a  progressive 
enlargement  of  the  spleen  followed  later,  sometimes,  after  an 
interval  of  years,  by  an  interstitial  hepatitis — that  is,  in  this 
affection  there  is  a  tendency  to  cirrhosis,  but  the  liver  is  rarely 
involved  to  any  great  extent. 

Banti's  cases  show  an  increase  in  the  marrow  of  the  long  bones, 
and  the  return  to  the  red  or  foetal  condition.  Beyond  this  there 
is  little  positive  about  the  pathological  appearances.  Extreme 
anaemia,  cachexia,  and  wasting,  together  with  an  occasional 
bronzing  of  the  skin,  and  sometimes  petechial  hemorrhages  in  the 
skin.  It  seems  at  least  an  open  question  whether  these  are  not 
closely  related  to  cases  of  hypertrophy  of  the  spleen  following 
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atrophic  cirrhosis  of  the  liver,  owing  to  the  close  relation  of  the 
two  organs  through  the  medium  of  the  portal  system.  Several 
of  Osier's  cases,  which  were  marked  by  extreme  hemorrhage  and 
ascites,  call  to  mind  cirrhosis  of  the  liver  ;  and  it  would  seem 
but  fair  to  state  that  further  proof  is  necessary  to  make  clear  the 
question  of  a  distinction  between  these  two  forms  of  splenic 
enlargement  and  what  relation  they  bear  to  the  simple  idiopathic 
hypertrophies  of  the  spleen  reported  in  literature. 

Hagen  reports  sixteen  cases  of  Banti's  disease  in  which  splen- 
ectomy was  performed,  with  only  three  deaths.  In  many  of 
these  cases,  in  which  the  subsequent  history  was  obtained,  patients 
were  found  to  have  fully  regained  their  health. 

Passing  now  some  of  the  rarer  forms  of  disease  of  the  spleen, 
such  as  amyloid  disease^  cysts,  and  cavernous  angioma,  we  come  to 

10.  Wandering  Spleen.  Enlargement  of  the  spleen  is  not 
infrequently  accompanied  by  a  displacement  of  that  organ,  due  to 
a  mechanical  elongation  of  the  ligaments  by  the  traction  of  the 
organ  itself  ;  or  it  may  be  due  to  a  congenital  laxity  of  the  liga- 
ments themselves.  The  organ  is  attached  to  the  diaphragm  by 
the  phrenicosplenic  or  suspensory  ligament,  and  to  the  fundus 
of  the  stomach  by  a  fold  of  omentum — gastrosplenic  ligament — 
which  encloses  the  splenic  vessels  as  they  pass  in  and  out  behind 
the  upper  border  of  the  pancreas.  The  organ  is  less  movable  at 
its  diaphragmatic  attachment,  and  it  is  the  phrenicosplenic  liga- 
ment which  is  the  first  to  feel  the  traction  and  become  elongated 
and  ruptured.  The  spleen  then  falls  forward,  lies  horizontally 
in  the  body  with  the  hilus  directed  upward,  and  hangs  only  on 
the  gastrosplenic  attachment  and  vessels,  thus  drawing  the  fundus 
of  the  stomach  outward  by  the  traction  of  the  ligament,  and  per- 
haps detaching  the  pancreas  by  traction  on  the  vessels.  Eotation 
may  then  take  place  and  the  pancreas  be  wound  around  the  vessels, 
which  become  more  or  less  diminished  in  calibre,  or  even  ob- 
literated (Shattuck).  The  falling  spleen  will  be  a  source  of 
danger  not  only  from  its  displacement  (which  may  cause  serious 
disturbance  to  the  stomach,  and  even  intestinal  obstruction),  but 
may  give  rise,  as  the  result  of  the  twisting  of  its  pedicle,  to  a  fatal 
peritonitis. 

The  number  of  cases  operated  upon  up  to  the  last  decade  have 
been  comparatively  few  ;  but  during  this  decade  eleven  reported 
cases,  with  four  deaths,  giving  a  mortality  of  36.3  per  cent. 
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Ou  the  other  hand,  of  forty-three  cases  of  wandering  spleen 
operated  upon  during  the  last  decade  there  were  only  three  deaths. 
It  would  seem,  therefore,  that,  as  a  prophylactic  measure,  extir- 
pation of  the  wandering  spleen  was  a  justifiable  procedure,  and 
that  we  should  certainly  be  within  the  limits  of  propriety  in 
advising  an  operation  where  the  displacement  had  reached  a  degree 
to  produce  marked  abdominal  symptoms. 

Splenoplexy  does  not  seem  to  meet  with  approval,  as  the  result 
is  uncertain,  owing  principally  to  the  fact  that  the  displaced 
organ  is  usually  enlarged  and  its  tissue  more  or  less  diseased. 
The  result  in  Case  V.  seems,  however,  to  have  been  satisfactory. 

12.  Abscess  of  the  Spleen.  Only  certain  forms  of  abscess  of 
the  spleen  are  suitable  for  splenectomy.  Such  cases  are  those  in 
which  the  spleen  itself  is  surrounded  with  pus,  or  cases  in  which 
the  spleen,  containing  an  abscess,  is  not  too  tightly  bound  down 
to  the  abdominal  wall  by  adhesions.  Where  there  is  danger  of 
infecting  the  general  peritoneal  cavity  by  an  attempt  to  extirpate 
the  spleen,  it  would  be  better  to  content  one's  self  by  the  simple 
0]3eniug  of  the  abscess  and  drainage. 

Seven  cases  of  abscess  are  collected  by  Hagen,  all  of  which 
recovered  after  splenectomy.  In  two  cases  of  splenotomy,  in 
which  the  operation  was  performed  by  Hagen,  the  abscess  was 
reached  after  resection  of  portions  of  the  ninth  and  tenth  ribs. 
In  the  majority  of  the  cases  reported,  however,  the  abscess  was 
reached  by  an  incision  through  the  abdominal  walls.  In  one 
case  the  abscess  followed  appendicitis.  The  same  author  reports 
three  cases  of  splenectomy  for  tuberculosis  of  the  spleen,  with 
two  recoveries. 

13.  Riqyture  of  the  Spleen.  The  spleen  has  often  been  removed 
for  injury  from  an  open  abdominal  w^ound,  and  more  than  one- 
half  the  cases  were  successful.  When  the  spleen  is  ruptured 
without  injury  to  the  abdominal  wall  the  necessity  of  an  early 
diagnosis  becomes  a  matter  of  grave  importance.  The  diagnosis 
of  rupture  can  be  made  in  the  history  of  a  blow  received  in  the 
splenic  region,  followed  by  dulness  in  this  region  and  the  usual 
symptoms  of  internal  hemorrhage.  The  rupture  of  the  spleen, 
or  the  subsequent  breaking  out  of  a  serious  hemorrhage  of  that 
organ  following  injury,  is  associated  with  sharp  pain  in  the  left 
hypogastrium  and  the  symptoms  of  collapse. 

Pitts  reports  three  successful  cases  of  splenectomy  for  rupture. 
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The  lesion  was  caused  in  one  case  by  a  blow  from  a  cricket-ball; 
in  the  second  by  the  patient  being  run  over  by  a  hansom  cab;  and 
in  the  third  case  by  a  fall  across  an  iron  girder.  His  patients 
were  fed  during  convalescence  on  splenic  extract  and  bone-mar- 
row, which  were  supposed  to  have  exerted  a  favorable  influence 
upon  the  recovery. 

Sevor  reports  a  case  of  rupture  of  the  spleen  in  a  pregnant  woman, 
splenectomy  being  performed  during  pregnancy,  which  was  not 
affected  by  the  operation. 

Pitts  advises  a  median  incision  below  the  ensiform  cartilage 
for  exploratory  purposes,  and  a  subsequent  incision  in  the  left 
linea  semilunaris.  Both  suturing  and  packing  the  wound  have 
been  recommended  as  substitutes  for  splenectomy.  Ligature  of 
the  splenic  artery  has  also  been  proposed.  These  methods  are 
not  sufficiently  reliable  substitutes  for  the  more  radical  opera- 
tion. 

Since  1890  thirty-four  cases  of  splenectomy  for  rupture  of  the 
spleen  have  been  reported,  with  a  mortality  of  41.2  per  cent.  It 
is  probable  that,  except  in  cases  of  more  superficial  injury  to  the 
spleen,  splenectomy  is  the  operation  which  will  be  resorted  to  in 
the  future  for  this  lesion. 

14.  Sarcoma  of  the  Spleen.  •  Up  to  the  year  1890  five  cases  of 
splenectomy  for  sarcoma  were  reported  by  Hagen,  of  which  three 
were  cured  and  two  died.  From  1891  to  1900  four  cases  were 
reported,  of  which  three  were  healed  and  one  died.  To  these 
may  be  added  one  death  in  the  short  list  of  cases  reported  in  this 
paper. 

As  will  be  seen  from  the  above  review  of  the  subject  the 
operation  of  splenectomy  has  a  much  wider  range  than  might  have 
been  supposed.  It  is  only  distinctly  contraindicated  in  such  grave 
organic  lesions  as  leukaemia,  cirrhosis  of  the  liver,  and  amyloid 
disease.  In  many  other  affections  its  merits  still  remain  to  be 
fully  tested.  The  technical  details  of  the  operation  are  much 
better  understood  to-day  than  Avhen  splenectomy  v/as  first  per- 
formed, as  is  clear  from  the  striking  statistics  furnished  by  the 
very  thorough  and  painstaking  work  of  Hagen.  The  reduction 
of  the  mortality  of  the  operation  has  been  obtained,  also,  by  a 
judicious  selection  of  cases  suitable  for  the  operation.  The  size  of 
the  spleen  is  much  less  a  contraindication  for  splenectoniy  than 
the  adhesions  it  forms  with  other  organs,  death  being  more  likely 
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to  occur  from  hemorrhage  from  ruptured  adhesions  than  shock 
from  the  removal  of  the  organ  itself. 

For  the  removal  of  the  spleen,  an  incision  near  the  border  of 
the  left  rectus  muscle,  or  the  linea  semilunaris,  is  to  be  recom- 
mended, with  such  lateral  incisions  toward  the  flank  or  toward 
the  median  line  as  the  necessities  of  the  individual  case  may  sug- 
gest. The  incision  shoukl  be  sufficiently  large  to  enable  the 
operator  to  inspect  with  facility  the  exposed  surfaces  of  the  organ 
and  the  structures  to  which  it  is  adherent.  All  accessible  adhe- 
sions should  first  be  carefully  divided  with  double  ligatures,  and 
the  pedicle  of  the  spleen  should  be  exposed,  if  possible,  by  lifting 
up  the  inner  border  of  the  organ.  If  this  is  accessible,  the  vessels 
may  now  be  secured  separately  by  double  ligatures,  or  the  splenic 
omentum  may  be  transfixed,  as  Pitts  suggests,  by  a  double  liga- 
ture and  each  half  may  be  tied  separately  ;  the  whole  pedicle 
being  encircled  afterward  by  a  single  ligature.  In  large  tumors, 
the  vessels  of  the  hilus  are  often  enormously  dilated,  and  the 
walls  of  the  veins  are  in  such  cases  readily  torn.  In  such  cases 
the  greatest  possible  care  should  be  taken,  in  the  introduction  of 
ligatures,  to  avoid  wounding  the  vessels. 

Before  attempting  the  removal  of  the  organ  the  hand  should 
be  passed  between  it  and  the  diaphragm,  and  its  surroundings 
carefully  explored.  In  some  cases  the  spleen  can  readily  be  pulled 
down  by  the  hand  thus  introduced,  in  which  case  it  can  be  turned 
completely  over,  and  in  this  w^ay  the  vessels  of  the  hilus  are 
immediately  made  superficial  and  can  readily  be  seized  and  con- 
trolled. Such  was  the  case  in  both  the  operations  performed  by 
the  writer.  The  spleen  was,  as  it  were,  ^^  turned  turtle'' — the 
vessels  which  before  were  underneath  and  inaccessible  were  now 
on  top.  In  separating  the  spleen  from  the  stomach  care  should 
be  taken  not  to  injure  the  walls  of  the  stomach  ;  and  if  the  peri- 
toneum has  been  freely  torn  on  the  surface  of  this  orgau,  it  may 
be  advisable  to  sutr.re  the  edges  of  the  peritoneum  along  the 
greater  curvature  of  the  stomach.  Considerable  oozing  may  in 
this  way  be  effectually  controlled.  If  there  have  been  much 
laceration  of  the  peritoneum,  owing  to  the  severing  of  the  adhe- 
sions, the  operation  field  should  be  tamponed  temporarily,  and  a 
wick  should  be  left  in  the  wound.  In  both  cases  operated  upon 
by  the  writer  the  patient  complained  of  pain  in  the  left  side,  as 
if  from  pleurisy.     The  diagnosis  made  in  one  case  at  least  by  Dr. 
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Shattnck,  after  a  careful  exploration  of  the  edges,  was  that  this 
symptom  should  be  ascribed  to  an  '^  aching  void.''  It  is  a  symp- 
tom which  is  to  be  expected  after  so  severe  an  operation  in  this 
locality,  even  under  the  most  favorable  circumstances. 

The  after-results  of  splenectomy  have  been  the  occasion  for  much 
investigation,  and  many  varied  and  quite  constant  symptoms  have 
been  observed  in  patients  who  have  survived  the  operation. 

On  the  theory  that  the  spleen  was  an  active  agent  in  the 
struggle  of  the  body  against  infections,  because  of  its  common 
enlargement  in  septic  conditions,  many  experiments  on  animals 
have  been  performed.  The  conclusions  reached  by  Blumreich 
and  Jacoby  by  experiments  on  guinea-pigs  show  that  no  difference 
in  resistance  to  infection  of  bacteria  or  of  toxins  between  guinea- 
pigs  with  and  without  spleens  can  be  determined. 

Animals  whose  spleens  have  been  removed  have  shown  a 
diminution  in  the  amount  of  haemoglobin  and  in  the  amount  of 
red  corpuscles,  and  this  diminution  reaches  its  height  two  to  three 
weeks  after  the  operation  and  disappears  after  three  to  four 
months  (Laudenbach).  These  blood  changes  also  occur  in  man 
after  splenectomy,  and  repeated  observations  go  to  show  that  the 
diminution  is  greater  than  would  be  accounted  for  by  the  loss  of 
blood  at  operation.  Recuperation  after  hemorrhage  was  observed 
by  Czerny  and  Maydl  to  be  slower  in  pigeons  after  splenectomy. 
An  increase  in  the  total  number  of  white  corpuscles  is  a  practically 
constant  result  of  removal  of  the  spleen  in  animals  or  in  man, 
although  in  one  case  reported  by  Vaquez  the  white  count  did  not  go 
above  7200.  The  increase  is  apparently  due  both  to  polynuclear 
forms  and  lymphocytes,  but  data  upon  this  point  are  unsatisfactory- 
Tschistowitsch  noted  an  increase  in  eosinophiles.  The  white  count 
generally  reaches  20,000,  but  varies  within  wide  limits. 

Pyrexia  has  been  observed  in  several  cases  (Lacretti,  Tschern- 
jackowski),  but  whether  due  to  absence  of  spleen  or  to  septic 
absorption  could  not  be  determined.  Mental  disturbance  has  also 
been  noted  (Bov6e),  and  a  change  of  disposition  from  a  gentle 
nature  to  one  that  was  morose  and  irritable  (Deeble),  but  these 
results  are  extremely  rare. 

A  diminution  in  the  biliary  coloring  matters  and  pale  color  of 
the  feces  have  been  noted  by  Pugliese,  and  are  attributed  to  the 
lack  of  haemoglobin  derivatives  which  are  normally  supplied  to 
the  liver  from  the  spleen. 
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Accessory  spleens  are  known  to  be  present  in  a  large  number 
of  autopsies,  1  to  400  up  to  1  to  16  (Plartley),  but  they  are  far 
from  constant,  and  many  observations  have  been  made  to  deter- 
mine what  tissues  or  organs  vicariously  assumed  the  function  of 
the  spleen.  Enlargement  of  the  lymph  glands  has  been  fre- 
quently noticed  (Bolton,  Warbasse),  and  the  thyroid  has  three 
times  been  found  to  increase  in  size  after  splenectomy.  In  a  few 
cases  pain  in  the  bones  after  operation  has  suggested  medullary 
proliferation  (Lacretti),  and  in  animals  a  reddened  and  denser 
condition  of  the  marrow  is  observed  as  a  frequent  result  of 
removal  of  the  spleen. 

In  general,  then,  the  results  of  splenectomy  are  not  constant, 
except  for  a  reduction  of  haemoglobin  and  red  corpuscles  and  an 
increase  of  Avhite  corpuscles ;  and  these  conditions  are  of  only 
temporary  duration,  and  in  no  way  debar  the  patient  from  a 
complete  restoration  to  health  after  splenectomy. 

The  following  five  cases,  hitherto  unreported,  serve  to  illustrate 
fairly  well  the  different  phases  of  surgery  of  this  organ  : 

Case  I.  Splenio  ancemia ;  splenectomy;  recovery. — Operator,  J.  Col- 
lins Warren.  J.  M.,  aged  twenty-six  years,  born  in  Scotland.  He 
was  first  seen  by  me  in  consultation  with  Dr.  S.  W.  Torrey,  of  Bev- 
erly, Mass.,  in  September,  1899.  The  case  then  presented  the  follow- 
ing history  : 

Father  had  died  of  tumor  of  the  stomach,  and  one  brother  had  died 
of  phthisis.  He  himself  had  had  pleurisy  five  years  before.  He  had 
no  venereal  disease  or  malaria.     His  habits  had  always  been  good. 

About  one  year  before  he  began  to  have  diarrhoea,  the  movements 
taking  place  from  three  to  five  times  a  day,  with  tenesmus.  He  also 
suffered  from  distress  after  eating,  which  at  times  obliged  him  to 
vomit.  Sometimes  improved  under  treatment,  but  symptoms  returned 
every  two  or  three  months  since.  At  times  has  had  regular  chills  with 
vomiting.     He  was  never  exposed  to  malaria. 

In  the  previous  August  he  first  noticed  a  lump  the  size  of  a  grape 
fruit  in  the  splenic  region  of  the  abdomen  that  had  increased  some- 
what in  size  at  the  time  of  my  consultation.  He  had  lost  some  flesh 
and  had  for  several  months  been  unable  to  attend  to  his  work.  He 
was  not  seen  by  me  after  this  for  a  year,  Avhen  I  again  saw  him  in 
consultation  with  Dr.  Torrey.  The  tumor  had  increased  in  size,  and 
now  extended  across  the  median  line  and  down  to  the  umbilicus.  His 
other  symptoms  had  not  changed  except  that  he  had  lost  considerable 
flesh,  and  lately  had  suffered  from  dyspnoea  on  exertion.     His  general 
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health,  however,  continued  fairly  good.  He  had  been  taking  arsenic 
during  most  of  the  past  year,  without  any  improvement. 

The  question  of  operation  having  been  decided,  he  entered  the 
Massachusetts  General  Hospital  on  October  6,  1900.  The  examina- 
tion of  the  patient  at  that  time  showed  that  there  were  no  symptoms 
of  disease  in  the  chest.  The  abdomen  was  soft  and  not  distended  or 
tender.  A  large  mass  was  observed  in  the  splenic  region  extending 
from  the  level  of  the  sixth  rib  in  the  axillary  line  of  the  umbilicus 
and  inward  as  far  as  the  median  line.  It  was  easily  felt  by  manual 
palpation,  one  hand  resting  on  the  lumbar  region.  The  tumor  was 
not  tender,  and  moved  with  respiration.  On  inflating  the  colon  with 
air  there  was  no  change  in  the  area  of  dulness. 

Blood  Examination.  Whites,  2200  ;  reds,  5,200,000  ;  haemoglobin, 
65  per  cent.;  polymorphonuclear-neutrophiles,  70  per  cent.;  lympho- 
cytes, 22  per  cent. ;  eosinophiles,  3  per  cent. ;  megaloblasts,  0.07  ; 
normoblasts,  0.01.  Nothing  remarkable  about  red  corpuscles  (F.  T. 
Lord). 

Three  days  after  entrance  the  patient,  having  been  comfortable  and 
up  and  about  the  ward,  was  taken  at  7  p.  m.  with  a  chill.  Tempera- 
ture 101°  F.,  but  an  examination  of  the  blood  showed  no  plasmodia 
or  pigment. 

The  operation  was  performed  on  October  16th.  Patient  was  placed 
in  the  reversed  Trendelenburg  position.  Incision  was  made  along  the 
outer  border  of  the  left  rectus  muscle  from  the  costal  margin  to  the 
left  of  the  umbilicus.  On  opening  the  abdomen  the  spleen  was  found 
presenting  at  the  wound.  The  opening  was  now  enlarged  by  an  in- 
cision from  midpoint  of  the  first  incision  to  the  median  line,  dividing 
the  rectus  muscle ;  and  the  hand  introduced  between  the  spleen  and 
the  abdominal  wall  was  found  to  follow  the  dome  of  the  diaphragm 
on  the  left,  extending  to  about  the  level  of  the  sixth  rib.  Many  adhe- 
sions were  found  along  the  anterior  border  of  the  spleen  containing 
large  vessels.  These  adhesions  were  principally  connected  with  the 
omentum.  Many  notches  were  observed  on  the  anterior  border  of 
the  spleen,  the  organ  appeared  greatly  enlarged,  and  its  walls  greatly 
stretched  by  the  vascular  condition.  The  adhesions  in  sight  having 
been  clamped,  tied,  and  cut,  the  anterior  edge  of  the  organ  was  lifted 
up,  and  the  vessels  of  the  pedicle  were  observed  much  enlarged  and 
closely  packed  together  and  not  easily  accessible.  An  attempt  to 
secure  them  from  this  direction  having  been  followed  by  a  brisk  hem- 
orrhage, the  vessels  were  compressed  by  gauze  packing,  and  the  hand 
being  introduced  between  the  spleen  and  the  abdominal  wall  ^up  to 
the  dome  of  the  diaphragm,  the  organ  was  seized  and  pulled  down 
and  drawn  out  through  the  wound,  the  organ  being  rotated  on  the 
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hilus  as  an  axis,  so  that  the  posterior  surface  was  uppermost.  This 
brought  the  hilus  and  large  vessels  of  the  pedicle  in  plain  sight.  They 
were  easily  seized  with  the  left  hand,  clamped,  and  tied  with  silk. 
The  few  remaining  adhesions  being  clamped  and  tied,  the  spleen  was 
removed. 


Cicatrix  of  incision  in  Case  I. 

On  inspecting  the  bed  of  the  tumor  it  was  found  that  a  considerable 
amount  of  the  larger  curvature  of  the  stomach  had  been  stripped  of 
the  peritoneum.  This  rent  in  the  peritoneum  was  closed  by  intestinal 
sutures.  The  general  oozing  from  adhesions  was  controlled  by  tem- 
porary pressure,  the  abdominal  wall  was  closed  by  through-and-through 
silkworm-gut  sutures,  and  a  wick  was  left  in  for  drainage,  extending 
to  the  deeper  portions  of  the  wound. 
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The  patient  was  found  to  be  in  good  condition  at  the  close  of  the 
operation — pulse  80  and  of  good  quality.  In  the  afternoon  and  even- 
ing he  complained  of  much  pain  and  was  very  restless,  requiring  large 
doses  of  morphine.  The  patient  suffered  for  the  first  few  days  from 
shock  ;  but  his  condition  gradually  improved,  and  the  temperature 
(which  did  not  at  any  time  exceed  101  °F.)  gradually  fell  during  the 
following  week  to  the  normal  line. 

On  the  18th,  examination  of  the  blood  showed  :  Whites,  24,000  ; 
reds,  5,000,000 ;  hj^emoglobin,  65  per  cent.  ;  polymorphonuclear 
neutrophiles,  98  per  cent. ;  large  lymphocytes,  3.2  per  cent. ;  small 
lymphocytes,  3.6  per  cent.;  eosinophiles,  0.2  per  cent.  On  the  19th  the 
whites  were  21,400.  The  wound  healed  well,  although  there  was  some 
slight  redness  around  a  few  of  the  stitch- holes  near  the  point  of  drain- 
age. The  wick  was  removed  on  the  third  day.  The  wound  healed 
by  first  intention.  On  the  20th,  whites,  23,800;  on  the  21st,  whites, 
18,000;  on  the  24th,  whites,  18,000.  Stitches  were  removed  on  the 
25th.  Temperature  at  this  time  had  risen  to  100.8^  F.  The  patient 
complained  of  pain  in  the  left  side  on  taking  a  long  breath.  Nothing, 
however,  was  found  on  careful  examination.  This  symptom  of  pain 
was  present,  resembling  pleurisy,  in  both  of  my  operations  of  splenec- 
tomy. On  the  27th,  whites,  24,000  ;  reds,  3,256,000  ;  htemoglobin,  45 
percent.;  polymorphonuclear  neutrophiles,  81  percent.;  large  lympho- 
cytes, 8.5  per  cent. ;  small  lymphocytes,  7,9  per  cent. ;  eosinophiles, 
2.6  percent.;  two  myelocytes;  no  megaloblasts ;  ten  mastzellen  ;  no 
normoblasts. 

On  November  1st,  whites,  16,400;  on  the  5th,  whites,  1700  ;  reds, 
4,496,000  ;  haemoglobin,  45  per  cent. ;  polymorphonuclear  neutro- 
philes, 76.8  per  cent. ;  large  lymphocytes,  9  per  cent.;  small  lympho- 
cytes, 7.8  per  cent. ;  eosinophiles,  6.2  per  cent. ;  myelocytes,  0.2  per 
cent.  There  was  an  evening  rise  of  temperature  during  the  rest  of 
his  stay  at  the  hospital,  which  terminated  November  21st.  On  the 
11th,  whites.  20,000;  reds,  3,984,000;  hc^moglobin,  40  per  cent.; 
polymorphonuclear  neutrophiles,  82.2  per  cent. ;  large  lymphocytes, 
7.4  per  cent.;  small  lymphocytes,  9  per  cent.;  eosinophiles,  1.4  per 
cent. ;  no  normoblasts  or  megaloblasts.  On  the  18th  there  was  a 
slight  pain  in  the  left  ankle,  foot  was  oedematous,  and  marked 
tenderness  in  the  calf  of  the  leg  over  the  saphenous  vein.  Kept  in 
bed  and  leg  tied  up  on  pillow  splints.  This  tenderness  and  swelling 
eventually  disappeared.  On  the  21st,  the  day  of  his  return  home,  the 
blood  examination  was  as  follows:  Whites,  15,000;  reds,  4,000,000; 
hyemoglobin,  40  per  cent. ;  polymorphonuclear  neutrophiles,  82.8  per 
cent. ;  large  lymphocytes,  7.4  per  cent. ;  small  lymphocytes,  5.8  per 
cent. ;  eosinophiles,  4  per  cent. ;  red  shows  a  slight  poikilocytosis. 
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For  a  week  or  two  previous  to  his  departure  from  the  hospital  the 
patient  was  moved  in  a  chair  into  the  open  air,  but,  owing  to  the 
continued  pyrexia,  failed  to  regain  his  strength.  This  pyrexia  con- 
tinued for  a  week  or  two  after  his  return  home.  Under  careful  nursing 
and  plenty  of  fresh  air  it  presently  disappeared,  since  which  time  the 
patient  has  fully  regained  his  health  and  strength  and  weight,  and 
now  (March  18th)  feels  as  well  as  he  ever  did  in  his  life. 

Examination  of  the  blood,  December  10th:  Whites,  21,600;  reds, 
4,672,000;  hsemoglubiu,  52.5  per  cent.;  polymorphonuclear  neutro- 
philes,  73.4  per  cent.;  large  lymphocytes,  8.8  per  cent.;  small  lympho- 
cytes, 15.8  per  cent. ;  eosinophiles,  2  per  cent.  ;  two  myelocytes ;  no 
nucleated  reds  ;  reds  not  remarkable. 

Examination  of  the  blood,  January  23,  1901  :  White  corpuscles, 
16,000 ;  differential  count,  500  cells  ;  polynuclears,  79.8  per  cent. ; 
large  lymphocytes,  10.2  per  cent. ;  small  lymphocytes,  5.6  per  cent. ; 
eosinophiles,  3.5  per  cent.  Nothing  abnormal  noted  in  size  or  char- 
acter of  the  reds  (L.  G.  Mead). 

The  following  pathological  report  is  made  by  Dr.  W.  F. 
Whitney  : 

The  spleen  removed  by  Dr.  Warren,  October  16,  1900,  was  greatly 
enlarged,  weighing  1155  grammes  and  measuring  twenty-one  by  six- 
teen by  eight  centimetres.  The  outline  was  normal  with  the  excep- 
tion of  deep  indentations  along  the  anterior  edge,  giving  it,  at  first 
sight,  a  somewhat  lobulated  aspect.  The  capsule  was  smooth,  and 
from  the  outside  presented  the  normal  color.  The  vessels  at  the  hilus 
presented  nothing  remarkable.  The  section  surface  was  of  a  uniform 
red  color,  the  follicles  were  indistinct,  and  the  trabeculse  prominent. 

Microscopical  Examination.  Portions  of  the  spleen  were  hardened 
immediately  upon  removal  in  Zenker's  fluid  and  stained  in  various 
ways.  On  section  the  vascular  openings  were  well  marked,  follicles 
small  and  infrequent  and  rather  irregular  in  outline.  The  embryonic 
centres  were  marked  by  large  cells,  with  an  occasional  one  showing 
nuclear  figures.  The  spleen  pulp  was  characterized  by  the  thickness 
of  the  reticulum,  the  smallness  of  its  mesh-w^ork,  aud  by  the  relatively 
small  number  of  cells  in  the  spaces.  Nowhere  were  there  any  phago- 
cytic cells  to  be  seen.  The  spaces  contained  a  moderate  number  of 
red  corpuscles.  Occasional  eosinophiles  were  found,  but  were  very 
moderate  in  number. 

The  enlargement  of  the  spleen  seems  to  be  entirely  in  the  growth  of 
the  pulp,  with  hypertrophy  of  the  reticulum. 

Case  II.  Sarcoma  of  the  spleen;  splenectomy ;  death. — Operator,  J. 
Collins  Warren.     C.  M.  P.,  aged  thirty-six  years,  entered  the  Massa- 
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chusetts  General  Hospital  on  December  21,  1899,  service  of  Dr.  Shat- 
tuck. 

He  had  had  the  ordinary  diseases  of  childhood,  and  had  suffered 
ten  years  before  from  severe  malaria  while  in  India  as  an  English 
soldier.  His  health  since,  however,  has  been  good.  For  two  months 
past  has  noticed  an  increasing  lump  in  the  left  side,  at  times  painful. 
Has  lost  fifteen  pounds  the  last  four  months.  Has  had  no  other 
symptoms.  Physical  examination  shows  a  well-developed  man  of 
rather  pale  complexion.  There  is  an  irregular  prominence  in  the 
left  hypogastrium  extending  a  little  to  the  right  of  the  median  line, 
firm,  not  tender,  moving  a  little  with  respiration,  somewhat  movable 
on  palpation.  Dulness  encroaches  on  the  left  pulmonary  space  to  the 
eighth  rib  on  the  axillary  line. 

Blood-count  shows:  White  corpuscles,  5000;  haemoglobin,  60  per 
cent. 

There  was  the  slightest  possible  trace  of  albumin  in  the  urine,  and 
a  few  hyaline  casts.  As  the  growth  of  the  tumor  appeared  to  progress 
it  was  decided  to  attempt  its  removal  by  an  operation.  This  was  done 
on  January  11,  1900. 

An  oblique  incision  was  made  parallel  to  the  axillary  border.  A 
smooth,  dark  purplish  tumor  presented,  very  adherent  on  all  sides. 
An  exploratory  incision  into  the  tumor  showed  it  to  be  a  sarcoma 
covered  with  a  thin  capsule  of  spleen  tissue.  The  incision  in  the 
abdominal  wall  was  now  enlarged  downward  along  the  outer 
border  of  the  left  rectus  muscle.  The  tumor  was  seized,  as  in  the 
former  case,  in  the  right  hand,  passed  behind  the  spleen  and  the 
diaphragmatic  wall,  and  pulled  downward.  The  extensive  adhesions 
were  divided  by  the  actual  cautery,  some  of  the  tissue  of  the  pan- 
creas being  removed  with  the  tumor.  A  portion  of  the  spleen,  not 
affected  by  the  growth,  was  allowed  to  remain  attached  to  the  cardiac 
end  of  the  stomach,  the  free  hemorrhage  from  the  adhesions  not  per- 
mitting a  prolonged  dissection.  This  hemorrhage  necessitated  an  ex- 
tensive packing  with  gauze  which  protruded  from  the  upper  portion 
of  the  wound,  which  was  brought  together  by  through-and-through 
stitches.  The  gauze  was  removed  on  the  third  day  ;  and  it  was  found 
on  the  fifth  day  that  there  was  an  extensive  bloody,  serous  oozing 
from  the  wound,  an  examination  of  which  showed  an  infection  with 
streptococci.  The  patient  rapidly  failed  and  died  on  the  following 
day.  Autopsy  by  Dr.  Wright  showed  an  acute  general  peritonitis, 
pleuritis,  and  streptococcas  septicaemia. 

A  portion  of  the  spleen  was  found  measuring  twelve  by  twelve  by 
three  centimetres,  apparently  normal  on  section.  No  sarcomatous 
tissue  found. 
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The  Pathological  Report  of  Dr.  W.  F.  Whitney.  Two  specimens  of 
the  tumor  were  submitted. 

1.  Small,  round-celled  sarcoma,  size  of  two  fists,  partially  covered 
with  tissue  resembling  the  spleen. 

2.  Sarcomatous  mass,  size  of  palm  of  hand,  with  some  pancreatic 
tissue,  and  a  small  supernumerary  spleen,  size  of  a  walnut. 

Case  III.  Splenic  leukcemia;  splenectomy;  recovery. — Operator,  M. 
H.  Kichardsou.  Mrs.  E.  M.  D.,  of  Haverhill,  a  woman,  aged  thirty- 
four  years,  with  five  children,  good  family  history,  had  last  menstrua- 
tion in  August,  1900.  For  two  months  there  had  been  no  flow.  She 
thought  herself  pregnant.  She  came  of  a  strong  and  healthy  family. 
There  had  been  no  abnormalities  of  menstruation  up  to  August.  Her 
husband  noticed  in  February,  1900,  a  bunch  in  the  left  side  of  the 
abdomen.  She  had  had  a  backache.  Since  May,  1900,  she  had  com- 
plained of  spells  of  weakness  and  of  a  pain  in  the  left  lower  extremity. 
Her  family  said  that  she  looked  very  weak.  Her  friends  had  remarked 
on  her  bad  looks.  There  had  been  no  malaise  and  no  localizing  symp- 
toms. Her  appetite  had  been  poor.  Her  father  and  mother  living 
and  well.  In  the  family  there  was  no  tumor,  consumption,  or  cancer. 
I  found  the  woman  lying  in  bed.  She  was  nervous,  frightened,  and 
crying.  I  did  not  notice  anything  wrong  in  her  general  appearance. 
She  seemed  to  be  in  good  general  condition ;  good  color  to  her  lips. 
I  found  a  hard,  doughy  tumor  filling  the  left  side  of  the  abdomen,  ex- 
tending from  the  ribs  on  the  left  side  to  the  pelvis.  The  right  border 
of  this  tumor  had  a  sharp  edge  and  had  a  distinct  hilus  in  it.  The 
line  of  the  tumor  extended  diagonally  downward,  forward,  and  to  the 
right,  from  the  rib  margin  near  the  epigastrium  on  the  left.  The 
diagnosis  was  "  enlarged  spleen." 

I  decided  to  examine  her  under  ether  to  be  sure.  Under  ether  the 
tumor  was  found  to  be  very  movable,  and  unmistakably  the  spleen. 
It  could  be  tilted  up  so  that  the  right  edge  looked  forward. 

The  patient  was  so  nervous  and  frightened  that  I  decided  that  it 
was  best  to  go  ahead  rather  than  let  her  come  out  for  renewed  study. 
The  operation  promised  to  be  easy  and  seemed  to  be  the  only  chance 
of  permanent  success.     It  was  therefore  decided  to  operate. 

A  long  median  cut  was  made  from  the  edge  of  the  epigastrium  to 
belovr  the  navel,  large  enough  to  deliver  the  tumor,  if  necessary. 
The  intestines  were  all  packed  to  the  patient's  right  and  the  splenic 
vessels  put  on  stretch.  I  began  at  the  lower  part  and  tied  each  vessel 
with  two  ligatures  about  an  inch  apart,  and  the  vessels  were  then  cut 
between  the  ligatures.  Excessive  care  was  taken  in  applying  the  liga- 
tures not  to  tear  the  veins.  The  tumor  was,  as  we  had  supposed,  the 
spleen.     It  was  dark  colored  and  soft.     It  was  extremely  movable, 
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and  it  was  clearly  one  of  the  easiest  of  operations  to  remove  it.  The 
vessels,  in  spite  of  great  care,  were  easily  torn  in  the  manipulations^ 
but  there  was  practically  no  hemorrhage  ;  probably  in  the  whole 
operation  not  a  teaspoonfal  of  blood  was  lost.  The  tail  of  the  pan- 
creas was  intimately  connected  with  the  splenic  vessels  and  required 
several  ligatures  ;  also  the  attachments  of  the  stomach.  We  went 
ahead  leisurely  and  thoroughly  and  got  out  the  spleen  finally  without 
shock.  The  time  was  about  forty-five  minutes.  Silk  ligatures  were 
used  ;  silkworm-gut  sutures  through  the  abdominal  wound.  There 
were  no  buried  sutures  enclosed  in  the  abdominal  wound.  At  the 
close  of  the  operation  the  pulse  was  92.  The  spleen  was  filled  with  a 
reddish-brown,  muddy  substance,  and  was  evidently  changed  blood. 
One  small  gland  was  removed  from  the  pedicle  of  the  spleen. 

The  patient  did  very  well  after  the  operation,  except  that  the  pulse 
went  up.  There  was  some  pain  in  the  lung,  which  was  supposed  to  be 
a  localized  patch  of  pneumonia.  She  made  an  excellent  recovery  ; 
at  the  end  of  three  weeks  she  was  able  to  be  up  and  about.  There 
has  been  a  considerable  improvement  in  the  character  of  the  blood. 

Report  of  Pathological  Examination  by  Dr.  W.  F.  Whitney.  The 
spleen  removed  by  Dr.  M.  H.  Richardson,  December  12,  1900,  was 
received  within  three  hours  of  the  time  of  its  removal  and  while  yet 
warm.  It  was  very  much  enlarged,  weighing  2275  grammes,  and 
measured  twenty-five  centimetres  in  length  by  sixteen  in  width  and 
nine  in  thickness.  Its  shape  and  form  were,  in  general,  regular,  but 
on  one  part  of  the  surface  there  was  a  slight  depressed  area  measuring 
four  centimetres  in  greatest  extent,  and  of  a  deep  yellow  color.  This 
was  evidently  the  result  of  an  anaemic  necrosis.  Otherwise,  the  spleen 
presented  no  remarkable  appearance  externally.  The  capsule  was 
smooth  and  of  normal  color.     It  was  of  moderate  firmness. 

On  section  it  was  uniform  in  texture  and  of  a  pale  grayish-red  color. 
The  openings  of  the  vessels  were  visible,  the  follicles  not  to  be  made 
out  with  the  eye,  and  the  trabeculse  only  here  and  there  to  be  seen. 
At  the  hi] us  was  a  large  vein  filled  with  a  loose  grayish-red  thrombus. 
The  blood  which  came  from  the  vessels  was  of  a  pinkish-red  color  and 
formed  rather  loose  coagula.  Lying  at  the  hilus,  attached  to  the  spleen, 
was  a  small  lymph  node  the  size  of  a  bean,  and  another  a  little  larger 
had  been  removed  separately. 

Microscopical  Examination.  The  spleen  was  hardened  in  Zenker's 
fluid  and  stained  in  various  ways.  With  a  low  power  the  follicles 
were  seen  as  occasionally  widely  separated  accumulations  of  lymphoid 
cells  which  stained  deeply.  Between  them  the  spleen  pulp  was  very 
much  increased,  the  openings  of  the  veins  were  prominent,  and  could 
be  readily  detected.     On  examination  with  a  high  power  numbers  of 
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large  mononucleated  cells  were  found  lying  in  the  meshes  of  the 
reticulum  associated  with  eosinophiles  in  large  numbers.  The  re- 
ticulum was  not  increased  in  thickness,  but  the  spaces  seemed  to  be 
dilated,  and  in  this  way  the  increase  in  bulk  was  brought  about. 

The  examination  of  the  lymph  nodes  showed  the  lymph  channels 
filled  with  large  mononuclear  cells,  among  which  were  occasional 
eosinophiles.  The  medullary  strings  were  replaced  by  similar  tissue, 
but  less  compact,  and  in  which  were  very  numerous  eosinophiles  and 
large  multinucleated  protoplasmic  masses  (giant  cells).  There  was 
only  a  narrow  zone  of  lymphoid  tissue  to  be  found  in  the  periphery. 
The  infiltration  in  the  gland  had  apparently  taken  place  from  the 
hilus  outward. 

Microscopical  examination  of  the  blood,  taken  at  the  time  of  the 
operation,  showed  the  characteristics  of  an  advanced  leuksemia,  viz., 
myelocytes,  largely  increased  number  of  the  eosinophiles,  and  the 
presence  of  macrocytes  and  microcytes,  together  with  numerous 
megaloblasts  and  normoblasts.  The  absence  of  lymphoid  cells  was 
noticeable.  Examinations  of  the  blood,  made  at  short  intervals  until 
a  month  after  the  removal,  showed  essentially  the  same  features  with- 
out any  material  change,  except  in  the  last  examination,  January 
10th,  there  appeared  to  be  fewer  myelocytes  in  proportion  to  the  poly- 
nuclear  leucocytes.     There  was  no  increase  in  the  lymph  elements. 

From  a  histological  stand-point  the  two  spleens,  one  from  the  case 
of  anaemia  and  the  other  from  leukaemia,  are  extremely  interesting. 
In  both  the  follicles  are  reduced  in  size.  On  the  other  hand,  in  the 
spleen  of  amemia,  the  reticulum  seems  to  be  increased  and  the  size  of 
the  meshes  decreased.  In  the  spleen  from  leuksemia  the  increase 
appears  to  be  due  chiefly  to  distention  of  the  meshes  of  the  reticulum, 
which  is  of  normal  thickness. 

In  regard  to  the  lymph  nodes  in  Dr.  Richardson's  case,  the  lymphoid 
elements  are  entirely  replaced  by  those  of  the  bone  marrow.  If  this 
is  an  index  of  what  has  taken  place  in  other  parts  of  the  body  it  is 
not  surprising  that  the  lymphoid  elements  should  be  absent  from  the 
blood  and  that  there  should  be  no  increase  of  them  after  the  removal 
of  the  spleen. 

In  Dr.  Warren's  case  we  have  no  definite  information  in  regard  to 
whether  any  change  has  taken  place  in  the  structure  of  the  lymph 
nodes.  It  is  extremely  interesting  that,  although  the  blood  shows  a 
marked  leucocytosis  after  the  removal  of  the  spleen,  it  is  not  due  to 
an  increase  of  lymphoid  cells,  as  has  been  found  to  have  taken  place 
usually  in  cases  of  normal  splenectomy. 

It  is  a  question  whether  the  removal  of  the  spleen  in  these  two  cases 
will  have  any  effect  upon  the  progress  of  the  disease,  as  the  consensus 
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of  opinion  is  that  the  spleen  has  really  nothing  to  do  with  the  forma- 
tion of  the  blood  after  birth,  its  function  being  chiefly  to  remove  the 
worn-out  and  used-up  corpuscles  and  their  detritus.  In  Dr.  Warren's 
case  it  is  possible  that  this  function  of  the  spleen  may  have  been  too 
active,  although  no  evidence  of  any  such  phagocytic  action  was  de- 
tected in  its  cells.  In  Dr.  Richardson's  case  the  overloaded  spleen 
may  be  looked  on  as  an  overcharged  filter  which  simply  was  pouring 
out  cells,  which  it  could  no  longer  retain,  into  the  circulation.  As 
regards  its  phagocytic  action,  there  was  no  evidence  of  it,  if  it  still 
possessed  it ;  therefore,  on  purely  theoretical  grounds,  the  removal  of 
the  spleen  would  do  no  harm  in  either  case,  and  may  tend  to  lengthen 
life  by  the  removal  of  a  heavy  burden  from  the  abdominal  cavity. 

Case  IV.  Rupture  of  an  infarded  spleen;  splenectomy;  death; 
autopsy. — Operator,  F.  B.  Lund.  P.  R.,  male,  aged  twenty-six  years, 
single,  was  brought  to  the  Boston  City  Hospital,  on  July  12th,  suffer- 
ing from  severe  pain  in  the  epigastrium  and  left  side  of  the  abdomen. 
He  had  suffered  for  several  months  from  pain  in  the  abdomen,  less 
severe,  however,  than  the  present  attack.  The  pain  had  suddenly  be- 
come very  severe  on  the  day  of  his  entrance  to  the  hospital,  while  he 
was  lifting  a  moderately  heavy  basket.  He  was  admitted  in  the  even- 
ing, and  was  in  such  great  pain  that  it  was  not  possible  to  obtain  from 
him  more  than  the  most  unsatisfactory  history  of  his  illness.  He  re- 
quired frequent  doses  of  morphine  to  quiet  him  during  the  night,  and 
in  the  morning  was  seen  by  Dr.  Lund  in  consultation  with  Dr.  J.  W. 
Bartol,  to  whose  service  he  had  been  admitted. 

Examination  showed  a  rather  thin  young  man,  with  anxious  expres- 
sion, blanched  lips,  skin  pale  and  moist.  He  was  restless,  constantly 
groaning  and  complaining  of  thirst.  The  tongue  was  dry  and  slightly 
coated.  On  both  legs  were  old  ulcers,  surrounded  by  pigmented  areas 
of  skin.  The  saphenous  veins  of  both  legs  were  enlarged,  and  along 
the  whole  length  of  the  outer  border  of  the  right  rectus  abdominis 
muscle  extended  an  enlarged  superficial  vein.  The  abdomen  was 
moderately  distended.  There  was  acute  tenderness  in  the  epigas- 
trium, especially  a  little  to  the  left  of  the  median  line,  shading  off 
toward  the  lower  portion  of  the  abdomen,  and  spasm  of  the  abdom- 
inal muscles  on  pressure,  most  marked  in  the  epigastrium.  The  pres- 
ence of  free  fluid  in  the  abdomen  was  evidenced  by  dulness  in  both 
flanks  in  the  recumbent  position,  changing  to  tympany  when  the 
patient  lay  on  the  opposite  side.  Percussion  showed  increased  area 
of  splenic  dulness,  though  the  exact  outlines  were  not  marked  out. 
The  temperature  was  101°  F.  and  the  pulse  124,  weak  and  compress- 
ible. The  patient  had  vomited  greenish  fluid  several  times  during 
the  night.     A  diagnosis  was  made  of  acute  peritonitis  originating  in 
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the  epigastrium,  probably  perforating  gastric  ulcer.  The  patient  was 
etherized,  and  on  making  an  incision  above  the  umbilicus  in  the  median 
line  several  dilated  subperitoneal  veins  vrere  noted.  On  opening  the 
abdomen  there  was  an  immediate  escape,  not  of  the  expected  pus  or 
turbid  serum,  but  of  a  large  quantity  of  dark  fluid  blood.  After  rap- 
idly spongmg  and  washing  out  a  great  deal  of  blood,  estimated  at 
least  at  two  quarts,  from  the  abdomen,  and  enlarging  the  wound  up- 
ward and  downward,  the  wound  was  forcibly  retracted  to  the  left,  the 
side  from  which  the  most  blood  seemed  to  come,  and  a  longitudinal 
vent,  about  three  inches  long,  was  found  in  the  capsule  of  the  greatly 
enlarged  spleen,  with  a  smaller  vent  above  it  on  the  external  surface. 
It  was  thought  that  attempts  to  suture  the  torn  capsule,  through  which 
pulpy  splenic  tissue  was  protruding,  would  prove  futile ;  and  the  spleen, 
which  was  adherent  to  the  diaphragm  b}^  fresh  fibrinous  adhesions,  was 
brought  outside  the  abdomen  and  removed,  after  ligature  of  the  ped- 
icle, consisting  of  the  splenic  artery  and  vein,  with  a  transfixion  inter- 
locking double  ligature  of  coarse  silk.  On  section  of  the  vein  it  was 
found  to  be  filled  with  a  thrombus,  and  the  hard  clot  could  be  felt  ex- 
tending along  the  vein  above  the  ligature  for  some  distance.  The  fatty 
and  connective  tissue  through  which  this  ligature  was  applied  was 
somewhat  frail,  so  that  the  first  ligature  cut  through,  and  a  second 
had  to  be  applied  above  it.  Thorough  irrigation  of  the  abdomen  re- 
sulted in  the  washing  out  of  much  blood  from  the  pelvis  and  both 
flanks.  The  abdomen  was  left  full  of  salt  solution  and  sutured  with 
through-and-through  sutures  of  silkworm-gut.  The  patient  bore  the 
operation  well,  and  the  after-treatment  consisted  of  the  liberal  admin- 
istration of  salt  solution  and  stimulants  under  the  skin  and  by  the 
rectum.  The  patient  had  a  fairly  good  night,  though  rather  restless, 
and  on  the  following  day  became  more  restless  and  began  to  vomit. 
The  blood-count  shovred  25,400  white  corpuscles.  The  third  day  the 
vomiting  had  ceased  and  he  was  taking  considerable  fluid  by  mouth, 
and  the  bowels  moved  freely.  The  pulse  through  this  day  was  130, 
weak  and  irregular.  During  the  evening  the  pulse  failed,  and  death 
occurred  at  3.45  p.  m.  on  the  fourth  day. 

The  autopsy  by  Dr.  F.  B.  Mallory  showed  a  slight  roughing  of  the 
surface  of  the  coils  of  jejunum  immediately  under  the  wound,  no  more 
than  would  normally  result  from  the  manipulation  of  the  operation 
and  suture.  There  was  no  blood  or  other  fluid  in  the  general  perito- 
neal cavity,  more  than  the  normal  amount  of  serum.  The  portal  vein 
contained  a  thrombus  which  almost  completely  tilled  it,  and  extended 
along  the  splenic  vein  to  the  front,  where  it  was  ligatured.  A  small 
vein  on  the  greater  curvature  of  the  stomach  was  also  thrombosed. 
The  cavity  left  by  the  removal  of  the  spleen  was  walled  off  by  light 


130  J.    COLLINS    WARREN, 

adhesions,  and  contained  a  little  serum  and  blood  at  the  bottom. 
Other  organs  normal.  Anatomical  diagnosis  ;  traumatic  peritonitis  ; 
thrombus  of  portal,  splenic,  and  gastric  veins ;  splenectomy. 

The  pathological  report  of  the  spleen,  signed  by  Dr.  F.  B.  Mallory, 
stated  that  the  specimen  was  an  infarcted  spleen,  with  rupture  of  the 
capsule,  and  that  microscopical  examination  showed  no  evidence  of 
malaria,  tuberculosis,  or  other  disease. 

It  would  seem  as  if  the  capsule  of  a  spleen,  swollen  by  infarction 
resulting  from  thrombosis  of  the  splenic  vein,  had  been  ruptured  by 
the  slight  violence  caused  by  the  exertion  of  lifting  a  basket.  A  plau- 
sible explanation  of  the  thrombosis  and  infarction  might  be  found  in  a 
twist  of  the  pedicle  of  a  movable  spleen.  At  the  operation,  however, 
no  twist  was  found,  and  the  spleen  was  lightly  adherent  to  the  dia- 
phragm in  its  normal  position. 

The  so-called  spontaneous  rupture  of  the  spleen  is  rare,  but  not  in- 
frequent in  tropical  climates,  where  the  greatly  hypertrophied  spleens 
met  with  in  malarial  regions  are  not  infrequently  ruptured  by  even 
slight  blows  upon  the  chest,  resulting  in  fatal  hemorrhage. 

In  general,  rupture  of  the  spleen  is  due  to  very  violent  accidents, 
such  as  falls  from  heights,  railroad  crushes,  etc. 

In  the  case  in  question  it  would  seem  highly  probable  that  disten- 
tion of  the  capsule  nearly  to  the  bursting  point  by  the  cutting  off  of 
the  egress  of  the  blood  by  thrombosis  of  the  splenic  vein  had  pre- 
pared the  way  for  rupture  of  the  capsule  by  slight  violence.  The 
great  enlargement  and  total  infarction  of  the  organ,  together  with 
the  presence  of  the  rupture  and  absence  of  other  disease,  renders  this 
conclusion  almost  inevitable. 

The  operation  of  splenectomy,  which  in  this  case  was  a  rapid  and 
easy  procedure,  arrested  the  hemorrhage,  but  did  not  remove  the 
cause  both  of  the  rupture  of  the  spleen  and  the  death  of  the  patient, 
namely,  thrombosis  of  the  portal  vein. 

Case  V.  Splenoplexy. —Operator,  F.  G.  Balch.  Mrs.  L.  E.  D., 
aged  forty-six  years,  married.  Mrs.  D.  entered  my  service  at  the 
Carney  Hospital,  November  21,  1901.  Her  family  history  is  nega- 
tive, as  far  as  can  be  determined,  in  regard  to  her  present  illness. 
She  says  her  mother  died  of  a  "  tumor  of  the  bowels  "  and  her  father 
of  a  fever.  As  a  child  she  had  scarlet  fever,  and  has  been  very  deaf 
ever  since.  Her  physician.  Dr.  Wallace  E.  Weber,  of  Lewiston,  Maine, 
sent  in  a  full  history  of  the  case,  which  is  followed  closely  in  this 
record.  She  is  a  well-nourished  woman  and  has  had  two  children. 
Twenty-eight  years  ago  she  was  crossing  the  street,  when  she  fell, 
striking  her  left  side  violently  against  the  edge  of  a  stone.  For  two 
years  after  that  she  was  a  great  sufferer  with  pain  in  that  side,  a  sink- 
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ing  sensation  "  in  the  stomach,"  and  dizziness.  She  gradually  recov- 
ered, although  never  regaining  her  health  completely.  Seven  years 
ago  she  was  caught  on  the  front  of  a  car  and  received  a  severe  shaking. 
She  was  taken  to  the  hospital  in  Chelsea,  and  a  tumor  was  then  dis- 
covered in  the  left  side.  This  the  doctors  told  her  could  be  easily 
removed.  She  had  a  badly  lacerated  perineum,  and  chose  that  time 
to  have  it  repaired,  but,  as  the  tumor  then  gave  her  very  little  incon- 
venience, she  refused  to  have  it  operated  upon.  Dr.  Webber  had  been 
the  family  physician  for  two  years  j)revious  to  August,  1900,  and, 
although  he  knew  that  she  was  not  well,  he  had  never  been  called  to 
attend  her.  August  1st  she  went  to  Boston  for  a  visit,  and  the  first 
day  there  she  was  seized  with  severe  pain  in  the  right  side,  and  vom- 
ited. She  was  constipated,  and  said  she  had  had  a  good  deal  of  pain 
in  the  bowels  all  summer.  The  diagnosis  made  was  appendicitis,  but 
as  she  improved  rapidly  she  was  sent  home  in  about  ten  days  without 
operation.  She  had  been  up  only  a  few  days,  and  as  soon  as  she  got 
home  she  went  to  bed  and  sent  for  her  doctor.  He  found  her  suffer- 
ing severely  with  a  great  deal  of  pain  in  the  right  side  of  the  abdomen. 
She  had  no  fever  and  a  good  pulse.  She  was  constipated.  There  was 
a  decided  tumor,  more  marked  upon  the  left  side  than  on  the  right. 
Upon  vaginal  examination  this  mass  appeared  to  be  connected  with 
the  ovary,  though  it  might  have  been  a  pedunculated  fibroid.  There 
was  marked  tenderness  over  the  appendix.  The  pain  was  intense,  and 
nothing  but  morphine  gave  her  any  relief.  As  the  symptoms  were  not 
urgent  she  was  kept  on  a  light  diet,  with  salts  and  counter-irritation, 
for  a  week.  As  she  was  no  better  at  the  end  of  that  time  a  consulta- 
tion was  held  and  operation  urged.  She  went  to  the  hospital  about 
the  middle  of  August  and  was  operated  upon.  An  incision  was  made 
in  the  median  line  and  the  tumor  exposed.  It  proved  to  be  the  spleen, 
somewhat  enlarged,  resting  upon  the  pelvic  brim  and  firmly  fixed  in 
its  new  position  by  adhesions.  Its  removal  was  considered  too  dan- 
gerous to  undertake  without  the  consent  of  the  patient's  relatives. 
The  appendix  was  found  to  be  diseased  and  was  removed.  She  made 
an  uneventful  recovery  from  the  operation,  but  continued  to  have  the 
same  pain.  She  had  had  a  prolapse  of  the  uterus  for  some  years,  and 
had  to  wear  a  cotton  plug  in  the  vagina  to  hold  it  in  place.  Exam- 
ination, November  22d,  showed  the  uterus  tipped  back  with  a  good- 
sized  tumor  in  front  of  it,  but  apparently  not  connected  with  it.  The 
tumor  was  somewhat  movable,  though  slightly  adherent  to  the  scar. 
The  kidneys  could  not  be  palpated.  There  was  no  splenic  dulness. 
The  heart  and  luno-s  were  negative  and  the  urine  normal.  Exami- 
nation  of  the  blood  showed  that  to  be  normal.  I  operated  November 
30th.     The  abdomen  was  opened  in  the  median  line  just  to  the  left  of 
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the  old  scar.  There  was  some  encysted  fluid  in  the  peritoneal  cavity 
just  below  the  incision.  The  spleen  came  into  view  at  once.  It  was 
adherent  in  one  place  for  about  two  inches  by  firm  adhesions  along 
the  line  of  the  old  scar.  The  splenic  vessels  were  found  coming  off 
from  the  under  surface  in  their  normal  position,  and  seemed  to  be  of 
normal  size.  On  the  lower  anterior  edge  were  several  large  vessels  in 
old  and  very  firm  adhesions.  The  connection  below  was  to  the  ante- 
rior abdominal  wall  just  above  the  bladder.  These  adhesions  were 
divided  part  at  a  time  until  the  spleen  was  entirely  free  except  for  its 
normal  vessels  and  could  be  lifted  outside  the  abdomen.  There  was 
some  troublesome  hemorrhage  from  the  splenic  end  of  the  adhesions, 
where  some  large  veins  were  torn  during  the  separation.  Stitches  put 
through  the  spleen  to  control  the  hemorrhage  only  increased  the  bleed- 
ing, and  the  actual  cautery  had  to  be  freely  used  to  stop  it.  The  size 
of  the  spleen  was  noticeably  increased  while  it  was  outside  the  abdo- 
men, but  when  it  was  replaced  as  nearly  as  possible  in  its  normal  posi- 
tion the  congestion  was  relieved  and  it  became  nearly  normal  in  size. 
As  the  organ  was  not  diseased,  unless  a  moderate  amount  of  hyper- 
plasia could  be  called  disease,  it  was  decided  not  to  remove  it,  but  to 
put  it  as  nearly  as  possible  in  normal  position  and  try  to  keep  it  there. 
As  the  separation  of  so  many  adhesions  had  given  a  large  torn  sur- 
face on  the  spleen,  and  as  every  attempt  at  stitching  gave  troublesome 
hemorrhage,  no  attempt  was  made  to  suture  it  into  position,  but  it 
was  packed  in  place  with  gauze.  It  was  expected  that  the  gauze 
would  cause  further  adhesions  along  the  lower  edge,  and  these  would 
aid  in  holding  it  in  position.  The  incision  was  closed  except  where 
this  gauze  came  out.  In  applying  the  dressing  a  pad  was  so  placed 
as  to  further  push  the  spleen  up  and  keep  the  abdominal  wall  firmly 
against  it.  It  was  found  impossible  to  get  the  spleen  as  high  as  its 
normal  position,  but  it  was  put  in  as  nearly  normal  position  as  pos- 
sible. There  was  a  great  deal  of  shock  during  the  operation,  especially 
while  the  spleen  was  being  handled.  The  pulse  went  to  140  early  in 
the  operation,  and  at  one  time  was  180.  Three  oue-twenty-fifth  grain 
injections  of  strychnine  were  given  beside  a  stimulating  enema.  At 
the  end  of  the  operation  the  patient  was  in  fair  condition,  and  next 
day  the  pulse  had  dropped  to  80 ;  the  temperature  next  day  was  99. 
When  the  patient  was  put  to  bed  the  foot  of  the  bed  had  been  elevated 
eighteen  inches.  At  the  end  of  three  days  it  was  lowered  six  inches 
and  kept  at  that  height  until  the  twentieth  day,  when  it  was  lowered 
to  its  normal  position.  This  was  done  not  on  account  of  the  shock, 
but  to  take  all  drag  off  from  the  newly  forming  adhesions.  There 
was  some  discomfort  during  the  first  few  days  from  distention,  but 
enemata  relieved  that.     On  the  third  day  the  gauze  packing  "(vas  re- 
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moved  and  a  provisional  suture  tied.  Dull  pain  in  the  pelvis,  where 
adhesions  were  torn  and  high  up  in  the  new  position  of  the  spleen, 
though  marked  at  first,  gradually  disappeared,  and  by  the  end  of  ten 
days  there  was  no  pain  at  all.  The  patient  was  in  bed,  flat  on  her 
back,  three  weeks.  A  supporter  was  then  adjusted,  giving  firm  pressure 
over  the  lower  abdomen,  and  having  a  pad  to  give  extra  support  to 
the  lower  border  of  the  spleen.  She  gradually  gained  strength  and 
went  home,  January  1. 

January  28,  1901.  Mrs.  D.  came  to  my  office  to-day,  riding  about 
four  miles  on  electric  cars  and  walking  about  half  a  mile.  She  says 
that  when  she  gets  very  tired  she  has  a  slight  dragging  sensation  in 
the  splenic  region,  but  none  of  her  old  pain.  The  spleen  is  plainly 
felt  in  about  the  same  position  as  when  she  left  the  hospital.  The 
lower  border  is  on  a  line  drawn  from  the  anterior  superior  spine  of 
the  ilium  to  the  umbilicus.  The  upper  edge  is  two  inches  below  the 
rib  margin.     The  outer  edge  is  lost  in  the  kidney  dulness. 
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DISCUSSION. 

Dr.  Albert  Vander  Veer,  of  Albany :  Up  to  very  recently  this 
subject  was  most  discouraging,  and  hence  we  should  be  especially 
thankful  to  the  author  for  having  had  the  courage  to  present  the 
matter  before  us.  My  experience  with  tumors  of  the  spleen  has  not 
been  very  great,  probably  largely  owing  to  the  locality  in  which  I 
practice.  I  have  a  record  of  only  eight  cases  of  tumors  or  enlarge- 
ment of  the  spleen  coming  to  me  for  surgical  treatment.  OF  these 
eight  cases  four  were  of  the  character  of  leucocythsemia.  Having 
seen  an  operation  done  m  Birmingham  on  such  a  case,  with  death  on 
the  table,  I  did  not  feel  warranted  in  operating.  In  the  report  of  Dr. 
Richardson's  case  particularly  there  is  some  encouragement  to  the 
surgeon  to  proceed  even  in  these  cases.  Of  the  other  four  cases  two 
were  good  ones  for  operation.  In  both  the  spleen  was  enormously 
enlarged.  Neither  patient  would  consent  to  operation,  though  I  be- 
lieve there  was  a  fair  chance  for  recovery.  In  another  case,  that  of  a 
gentleman  who  came  under  my  observation  first  some  seven  5^ears  ago, 
the  tumor  had  a  distinct  notch,  and  I  believe  I  had  to  deal  with  an 
enlarged  spleen.  The  enlargement  was  very  slow,  and  the  patient 
did  not  become  ansemic.  I  could  not,  however,  move  the  tumor,  as  I 
had  been  able  to  do  in  the  other  cases.  After  some  months  anaemia 
supervened,  and  though  of  splendid  athletic  build  it  was  evident  that 
he  was  losing  ground.  Dr.  Janeway  and  Dr.  Bull  saw  him,  and  both 
agreed  that  there  was  a  tumor  of  the  spleen.  At  their  suggestion  I 
made  an  exploratory  puncture,  but  could  get  no  fluid.  The  patient 
was  anxious  for  operation,  and  in  my  private  hospital  I  made  a  trans- 
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verse  incision  in  the  region  of  the  linea  semilunaris.  This  exposed  a 
tumor  having  the  appearance  of  the  capsule  of  the  spleen.  I  thought  I 
worked  very  cautiously  and  kept  outside  of  the  peritoneum,  but  I 
found  finally  that  I  had  opened  up  the  descending  colon.  This  injury 
was  repaired  by  sutures,  and  I  continued  my  work  upward  toward  the 
diaphragm,  but  could  make  no  great  progress.  On  working  up 
under  the  diaphragm  the  capsule  was  ruptured,  and  I  soon  found  that 
I  was  dealing  with  a  cavernous  angioma  of  the  spleen.  As  might  well 
be  imagined,  the  hemorrhage  was  severe,  but  I  persisted  and  re- 
moved enough  softened  tissue  to  fill  a  two-quart  basin.  All  efforts  to 
attempt  to  form  a  pedicle  were  unavailing,  and  I  was  obliged  to 
pack  the  wound  with  iodoform  gauze  and  put  in  a  drainage-tube. 
There  was  considerable  hemorrhage  for  twenty-four  hours,  but  not- 
withstanding this  he  rallied  very  well,  the  cavity  contracted  well, 
and  he  returned  to  his  work,  but  even  after  months  I  was  unable  to 
take  out  the  drainage-tube  because  every  attempt  to  do  so  led  to  the 
development  of  symptoms  of  sepsis.  At  the  end  of  sixteen  months 
he  had  a  chill,  and  I  opened  up  the  wound  again,  but  there  were 
retroperitoneal  metastasis,  and  he  died  two  months  later.  The  other 
case  was  one  of  a  spleen  of  moderate  size  that  could  be  moved  about. 
This  was  the  class  of  cases  which  ofifer  some  encouragement.  Fixa- 
tion of  the  spleen  I  do  not  consider  a  proper  operation.  These  cases 
present  an  acute  leucocythsemia,  and  this  always  reminds  me  that  the 
spleen  is  the  "  graveyard  of  the  red  blood-corpuscles."  How  rapidly 
we  see  the  destruction  of  these  corpuscles.  I  am  glad  that  in  my 
surgical  experience  I  have  never  been  unexpectedly  confronted  with 
the  spleen,  for  it  is  an  organ  which  I  would  rather  avoid. 

Dr.  Robert  T.  Morris,  of  New  York :  A  very  interesting  feature 
of  Dr.  Warren's  paper  is  the  improvement  in  statistics  during  the 
past  ten  years,  due  to  a  good  selection  of  cases  for  operation,  and  also 
to  an  improvement  in  our  operative  technique.  The  two  or  three 
points  which  I  wish  to  make  in  this  discussion  relate  to  further  im- 
provement in  the  operative  technique,  which  I  hope  will  still  further 
lessen  the  death-rate.  In  the  first  place  the  causes  of  death  in  most 
cases  of  splenectomy  have  been  hemorrhage  and  shock.  The  splenic 
artery  is  sometimes  nearly  as  large  as  the  femoral  artery,  and  in  any 
event  is  very  much  enlarged  in  cases  of  hypertrophy  of  the  spleen. 
If  the  arteries  entering  the  spleen  are  not  ligated  before  the  veins  so 
much  blood  is  pumped  into  the  spleen  that  when  this  organ  is  removed 
we  remove  a  much  larger  quantity  of  blood  than  the  patient  can 
afford  to  lose.  Again,  in  many  cases,  there  are  extensive  adhesions,  and 
in  these  the  slow,  insidious  oozing  which  occurs  while  we  are  at  work 
becomes  a  grave  feature  of  the  case.    Again,  when  a  very  large  spleen 
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has  been  removed,  the  abdominal  veins  dilate  and  receive  so  much 
blood  that  the  patient  bleeds  to  death  into  his  own  veins.  To  avoid 
this  danger  of  hemorrhage,  then,  we  shouLi  be  ready  before  beginning 
the  operation  to  resort  to  infusion.  In  one  case  in  which  I  had  re- 
moved the  spleen,  reaching  from  the  pelvis  to  the  diaphragm,  I  began 
the  infusion  at  the  moment  of  commencing  the  operation.  The  patient 
lost  enough  blood,  it  seems  to  me,  to  have  proved  fatal,  and  yet  appar- 
ently did  not  suffer  from  the  hemorrhage.  A  decinormal  salt  solution 
should  be  infused  at  a  temperature  of  100°  F.  to  120°  F.  It  should 
not  be  begun  before  the  operation,  for,  if  this  is  done,  the  increased 
tension  will  cause  an  undue  amount  of  hemorrhage. 

I  have  gone  over  the  literature  of  the  subject  pretty  thoroughly 
within  the  last  few  days,  and  I  find  that  the  element  of  shock  is 
usually  ascribed  to  pulling  on  the  diaphragm  or  upon  extensive  adhe- 
sions. Now,  gentlemen,  they  have  missed  the  point  That  is  not  what 
causes  shock.  I  mean  by  that,  that  it  is  not  the  great  feature. 
The  great  factor  in  causing  shock  in  these  cases,  and  the  one  which 
we  must  not  overlook,  is  pulling  on  the  great  branches  of  the  sympa- 
thetic coming  from  the  sympathetic  ganglia.  Do  you  not  believe  that 
these  have  a  direct  bearing  on  the  case  ?  The  next  time  you  ligate 
the  pedicle  of  a  kidney  have  an  assistant  watch  the  patient's  pulse  at  the 
moment  you  apply  a  ligature  around  the  sympathetic  nerves,  and  you 
will  be  surprised  at  the  immediate  evidence  of  shock.  Even  iigating 
the  pedicle  of  an  ovary  will  change  the  patient's  pulse  in  an  instant. 
How  much  more  should  it  do  this  with  the  great  pedicle  of  the  spleen, 
with  its  numerous  and  important  nerve  branches !  Do  not  handle  the 
hilus  of  the  spleen  much.  If  you  use  the  angiotribe,  be  very  careful 
to  avoid  the  large  branches  of  the  sympathetic.  Another  point  in  the 
evidence  of  shock  is  to  use  opium  in  advance.  It  is  familiar  to  sur- 
geons, yet  only  a  few  authors  make  reference  to  this.  Where  hemor- 
rhage or  shock  is  to  be  anticipated,  opium  before  the  operation  will  be 
found  a  great  aid.  The  use  of  nitrous  oxide  before  the  regular  anses- 
thetic  gives  a  quick  anaesthesia,  the  patient  being  ready  for  the  opera- 
tion in  a  minute  or  two — a  great  advantage  in  these  grave  cases. 
These  are  the  points  to  be  taken  into  consideration  in  the  modern 
surgery  of  the  spleen.  In  going  over  the  report  of  various  authors 
we  find  a  great  juggling  with  statistics.  Dr.  Warren  has  given  us  a 
very  clear  idea  of  his  view  as  to  the  classes  of  cases  coming  within  the 
pale  of  surgery.  Jonnesco  operated  upon  twenty-eight  cases  of 
malarial  spleen,  and  was  severely  criticized  for  having  done  these 
operations,  yet  our  malarial  spleens  now  belong  in  the  operable  class, 
not  for  the  cure  of  malaria,  but  for  the  cure  of  a  spleen  which  has  be- 
come a  wandering  spleen  and  which  by  twisting  on  its  pedicle  may 
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cause  much  distress.  The  cases  of  leukaemia  have  been  entirely  ex- 
cluded, yet  if  I  understand  the  reader  of  the  paper,  we  may,  perhaps 
aided  by  the  rule  in  regard  to  the  blood-count,  include  cases  of  leukae- 
mia.    I  would  like  to  have  Dr.  Warren's  opinion  upon  these  cases. 

Dr.  Willis  G.  MacDonald,  of  Albany :  Such  experience  as  I 
have  had  in  abdominal  surgery  has  not  comprised  many  opportunities 
to  resort  to  surgical  intervention  in  cases  of  diseases  of  the  spleen. 
The  spleen  is  an  organ  related  to  abdominal  traumatisms,  and  it  was 
my  fortune  some  time  since  to  operate  upon  a  case  of  rupture  of  the 
spleen  associated  with  a  distinct  traumatism,  but  in  which  the  spleen 
itself  was  perfectly  normal;  the  final  result  was  unfortunate,  although 
saline  transfusion  associated  with  the  operation  seemed  to  promise  a 
great  deal  in  the  beginning.  I  have  personally  been  very  largely 
guided  in  relation  to  this  subject  by  what  the  pathologists  have  tried 
to  tell  me,  and  I  have  felt  like  believing  implicitly  in  what  they  said 
about  certain  hypertrophic  conditions  and  associated  blood  changes  in 
the  spleen.  An  experience  in  the  removal  of  a  leuksemic  spleen  some 
years  ago  was  so  disastrous  that  I  have  not  been  anxious  to  repeat  it. 
I  am  quite  unprepared  at  the  present  time,  in  a  case  of  floating  spleen, 
to  undertake  its  extirpation.  So  many  methods  of  direct  or  indirect 
fixation  of  the  spleen  are  at  our  disposal  that  I  should  prefer  to  try 
one  of  them,  at  least  as  a  preliminary  course  of  treatment. 

Dr.  Warrex  :  I  wish  to  say  that  Dr.  Vander  Veer's  case  of  an- 
gioma of  the  spleen  with  extensive  adhesions  comes  very  close  upon 
those  which  are  beyond  the  pale  of  surgery,  and  that  he  did  all  that 
could  possibly  be  done  for  that  case.  Further  operation  would  cer- 
tainly have  been  attended  by  insuperable  difficulties.  Augiomata  of 
the  spleen  have  been  removed,  but  under  more  favorable  circumstances. 
With  regard  to  the  question  of  operation  on  cases  of  splenic  leukaemia, 
it  seems  to  me  that  the  case  of  Dr.  Richardson  indicates  that  we  must 
revise  our  opinion  regarding  the  danger.  We  know  so  little  about  the 
pathology  of  the  blood  that  it  may  be  that  the  large  class  of  cases  of 
splenic  leukaemia  may  be  differentiated,  and  that  certain  types  may  be 
more  favorable  for  operation.  We  have  heard  of  two  cases  to-day, 
one  favorable  and  one  unfavorable.  With  regard  to  the  action  of  the 
semilunar  ganglion,  I  think  Dr.  Morris  has  done  good  in  calling  re- 
newed attention  to  this  point.  The  familiarity  that  surgeons  have 
gained  in  abdominal  surgery  makes  them  have  a  certain  unwarranted 
contempt  for  the  great  abdominal  ganglia.  I  have  no  doubt  that 
much  of  the  shock  in  operations  in  the  upper  part  of  the  abdominal 
cavity  is  due  to  the  proximity  of  these  great  nerve  centres.  I  feel 
certain  that  in  a  case  operated  upon  by  me  a  few  days  ago,  and  which 
terminated  fatally,  that  the  shock  was  not  due  to  oozing  from  the 
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walls  of  a  large  cyst  of  the  kidney,  but  rather  to  the  shock  induced  by 
the  nerve  irritation  in  that  region  of  the  abdomen.  I  cordially  indorse 
all  the  prophylactic  measures  and  the  treatment  for  shock  which  Dr. 
Morris  has  brought  forward  regarding  infusions  and  the  use  of  nitrous 
oxide,  and  also  as  to  his  allusion  to  the  insidious  oozing  from  torn  adhe- 
sions. I  hope  this  discussion  of  a  subject  which  is  in  its  infancy  may 
prove  the  beginning  of  a  renewed  study  of  this  organ. 


VI.   Recent  Experiences  with  Erythromelalgia. 
By  HENKY  L.  ELSNER,  M.D., 

SYRACUSE. 

At  the  meeting  of  the  Medical  Society  of  the  State  of  New 
York  held  in  1897,  I  reported  a  case  of  erythromelalgia  asso- 
ciated with  Raynaud's  disease. 

In  the  case  reported  there  was  a  prolonged  period  of  agonizing 
pain  in  the  fingers  of  the  right  hand,  burning,  prickling  sensa- 
tions, the  characteristic  rose-colored  fingers,  while  the  whole  hand 
was  covered  at  the  time  of  acutest  suffering  with  thousands  of 
sweat  drops.  The  temperature  of  the  hand  was  always  perceptibly 
increased,  and  the  pain  was  aggravated  when  the  hand  hung 
down  ;  hence,  it  was  usually  held  up  firmly  by  the  patient  to 
obtain  relief.  Finally,  the  terminal  phalanx  of  the  thumb 
became  cold,  blue,  and  shrivelled.  There  was  a  V-shaped  line 
of  demarcation,  and  after  a  process  of  dry  gangrene  it  separated 
entirely,  leaving  the  articular  surface  of  the  bone  clear  and  smooth. 
The  ultimate  gangrene  in  this  case  was  considered  to  be  the  result 
of  secondary  vascular  change — a  conclusion  which  is  strengthened 
by  the  overwhelming  evidence  of  changes  in  the  arteries,  par- 
ticularly in  the  intima,  consequent  upon  long-continued  distention 
or  vasomotor  paralysis. 

The  position  of  the  writer  was  strengthened  by  the  facts  which 
Thoma^^  had  brought  to  our  notice  in  Virchow's  Archiv,  which 
proved  that  compensatory  changes  take  place  in  the  arteries  which 
have  remained  distended  for  a  considerable  time,  and  which  in 
truth  are  too  large  for  the  blood  which  courses  through  them.  In 
the  case  reported  it  was  held  that  this  compensatory  effort  finally 
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caused  complete  occlusion  in  some  of  the  smaller  arteries  supplying 
the  terminal  phalanx  of  the  thumb,  and  death  of  the  part  resulted. 
The  patient  suffered  but  little,  comparatively  speaking,  after  this 
event  from  pain.  The  hand  always  remained  hot,  and  when 
hanging  down  became  rose  colored  and  uncomfortable.  She  died 
of  acute  tuberculosis  eighteen  months  after  the  loss  of  the  thumb 
phalanx. 

All  of  the  symptoms  preceding  gangrene  were  positive  of  the 
symptom-complex  known  as  erythromelalgia  and  corresponded 
exactly  with  those  given  by  Weir  Mitchell  and  Lannois,  whose 
differential  methods  were  used  to  clinch  the  diagnosis.  The  pos- 
sibility of  the  association  of  gangrene,  Kaynaud's  disease,  or  other 
necrobiotic  processes  has  been  denied  by  some  writers.  Among 
these  is  Weir  Mitchell,  to  whom  we  are  indebted  for  the  first  full 
consideration  of  the  symptoms  to  which  he  finally  gave  the  name 
of  erythromelalgia. 

In  connection  with  the  history  of  erythromelalgia,  it  may  be 
interesting  to  note  that  Gaves,  in  1843,  described  a  peculiar  con- 
dition of  the  extremities  associated  with  symptoms  much  like 
those  mentioned  by  Mitchell  in  1872  and  1878,  in  which  he  sug- 
gested that  the  nerves  and  arteries  of  a  part  independent  of  the 
heart  could  affect  local  circulation  sufficient  to  give  rise  to  local 
symptoms  of  a  peculiar  and  unique  character.  It  has  seemed 
that  the  symptoms  of  erythromelalgia  are  occasionally  associated 
with  processes  of  a  destructive  character,  either  through  patho- 
logical changes  in  the  bloodvessels,  the  peripheral  nerves,  or 
from  other  causes  which  remain  purely  speculative. 

Three  cases  have  been  seen  since  writing  my  original  paper  on 
this  subject.  Two  of  these  cases  will  be  considered  briefly,  and 
to  these  1  wish  to  call  your  attention  at  this  time.  The  third 
case  was  seen  but  once,  and  could  not  be  followed.  The  history, 
however,  justified  the  conclusion  that  the  patient,  a  man,  aged 
fifty  years,  without  specific  history,  was  suffering  from  an  altera- 
tion of  erythromelalgia  and  the  first  stage  of  Raynaud's  disease. 
The  red  neuralgia  persisted  during  several  days,  when  suddenly 
the  marble  fingers  of  Raynaud's  disease  followed.  These  condi- 
tions had  alternated  with  each  other  for  some  time.  In  this  case 
there  was  no  deep  loss  of  tissue,  but  at  the  tips  of  the  fingers 
there  were  several  cup-shaped  depressions  showing  the  loss  of 
epithelium  in  small  plaques. 
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Case  I. — William  McM.  was  seen  in  consultation  with  Dr.  Jacobson 
on  July  1,  1897.  He  was  aged  sixty-four  years,  married ;  had  been  a 
contractor,  vendor,  and  finally  a  farmer.  Thirty-six  years  ago  he 
contracted  syphilis.  His  subsequent  history,  considerably  abbreviated, 
is  as  follows : 

In  the  summer  of  1893  he  first  complained  of  pain,  burning  in 
character,  associated  with  great  heat  and  prickling  sensation  in  his 
right  foot  and  most  severe  in  his  right  second  toe.  During  1893  and 
until  January,  1894,  this  pain  recurred  in  paroxysms.  It  was  always 
of  the  same  character  and  always  associated  with  great  heat  in  the 
foot  and  considerable  redness.  Early  in  1894  the  ball  of  the  great  toe 
of  the  right  foot  became  exquisitely  tender  and  painful.  After  this 
date  it  was  noticed  that  at  the  time  of  greatest  suffering  the  foot  be- 
came hot,  rose  colored,  and  was  covered  with  thousands  of  sweat  drops, 
while  the  veins  were  always  abnormally  prominent  and  the  arteries 
beat  violently. 

It  soon  became  apparent  that  the  patient  was  worse  when  the  foot 
was  suspended.  In  1894  his  weight  was  220  pounds.  Early  in  1897 
he  dropped  to  150  pounds. 

In  June,  1894,  he  was  thrown  from  his  wagon,  and  he  supposed 
(until  an  examination  proved  to  the  contrary)  that  he  had  broken  his 
leg.  No  bruise  or  scratches  on  his  leg  or  any  other  part  of  his  body 
were  found.  After  this  accident  the  pain  was  more  severe,  with  all  of 
its  former  accompaniments,  extending  to  the  neighboring  toes  and 
radiating  upward  beyond  the  ankle.  Soon  the  left  foot  was  involved 
in  a  similar  process  of  red  neuralgia  with  hyperidrosis.  Both  feet 
had  become  exquisitely  tender  and  hypersensitive.  The  patient  rested 
on  his  back  much  of  the  time.  Almost  from  the  beginning  of  the 
second  year  of  his  suffering  and  until  his  death  there  was  a  fine 
rhythmic  tremor  in  the  muscles  of  both  legs,  increasing  as  the  disease 
progressed,  and  always  increased  during  the  acute  exacerbations  of 
pain  and  while  the  feet  were  dependent.  With  the  progression  of  the 
disease  there  was  more  or  less  atrophy  of  the  muscles  of  both  legs, 
more  advanced  in  the  right  than  in  the  left  leg. 

Before  the  patient  consulted  Dr.  Jacobson  he  had  been  unsuccess- 
fully treated  by  a  number  of  physicians,  and  numerous  diagnoses  had 
been  made.  During  the  early  days  of  Dr.  Jacobson's  treatment  cauter- 
ization along  the  spine  with  large  doses  of  iodide  gave  transitory  relief; 
later,  however,  these  remedies  failed  to  control  the  pain  and  other 
symptoms.  The  patient  had  always  been  constipated,  and  suflfered 
considerably  from  gastric  and  intestinal  indigestion. 

About  January  16,  1897,  almost  six  months  before  I  saw  him,  the 
middle  toe  of  the  right  foot  became  gangrenous.    The  process  remained 
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dry  and  the  surrounding  tissue  became  dusky,  while  the  appearances 
of  hyperjemia  continued  above  these  parts  whenever  the  leg  was  held 
down.  The  gangrene  advanced  upward  with  increasing  atrophy  of 
the  muscles  of  the  right  foot  and  leg  until  finally  the  fourth  toe  be- 
came dusky,  and  by  October  21st  much  of  the  tissue  of  the  right  foot 
was  gangrenous.  All  of  the  toes  with  the  exception  of  the  little  one 
were  involved.  There  was  no  pulse  perceptible  in  the  right  dorsal 
pedis  nor  in  the  posterior  tibial  arteries.  The  left  foot  remained 
erythromelalgic  without  gangrene.  Careful  examination  of  the  patient 
failed  to  give  evidences  of  spinal  or  other  central  disease.  The  eye  as 
well  as  all  the  superficial  and  deep  reflexes  were  normal.  Physical 
examination  on  July  1,  1897,  gave  ample  evidence  of  far-reaching 
arterio-sclerosis.  This  degenerative  process  included  the  aorta,  and 
wherever  the  arteries  were  palpable  there  was  no  difficulty  in  detect- 
ing the  characteristic  urievenness  and  their  abnormal  resistance.  There 
was  slight  hypertrophy  of  the  left  ventricle.  Urinary  examination 
proved  negative. 

Long  before  I  saw  the  patient  his  suffering  became  so  acute  as  to 
keep  him  in  bed  with  his  head  low  and  his  feet  in  the  air  on  a  moun- 
tain of  pillows.  It  was  impossible  to  use  the  asthesiometer.  The 
slightest  pressure  or  draught  intensified  his  suffering,  and  large  doses 
of  opiates  were  successful  with  the  posture  treatment  after  July,  1897, 
in  relieving  only  slightly  the  acute  and  persistent  pain.  "With  these 
symptoms  the  patient  died  of  exhaustion  on  the  5th  of  January,  1898. 

Here,  then,  we  have  the  history  of  a  case  of  erythromelalgia 
covering  a  period  of  five  years  with  ultimate  gangrene  of  the 
right  foot,  and  with  a  persistence  of  rose  neuralgia  in  the  left 
with  an  underlying  specific  history  and  far-reaching  arterial 
disease. 

Case  II. — On  January  8,  1897,  through  the  courtesy  of  Dr.  Jacob- 
son,  Miss  F.,  aged  thirty-nine  years,  a  tailoress,  was  referred  to  me. 
Her  mother  was  living  at  that  time,  but  has  since  died,  at  the  age  of 
sixty  years,  of  cancer  of  the  stomach.  Her  father  died  of  diphtheria 
when  thirty-three  years  old.  She  has  two  sisters  who  are  living  and 
are  healthy.  There  were  no  evidences  of  neuropathic  tendency  or 
specific  taint.  She  worked  on  heavy  clothing,  probably  in  an  unfavor- 
able environment.  Her  sufiTering  commenced  over  sixteen  years  before 
I  first  saw  her.  During  all  these  years  she  had  the  characteristic 
symptoms  included  in  Weir  Mitchell's  original  description  of  red 
neuralgia  or  erythromelalgia. 

Her  pain  commenced  in  the  palmar  surface  of  the  terminal  phalanx 
of  her  left  index  finger.     Beside  a  severe  paroxysmal  neuralgic  pain 
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in  this  finger  she  complained  of  continuous  discomfort,  and  early  in 
her  history  it  became  evident  that  when  the  finger  hung  down  it  be- 
came rose  colored ;  paroxysms  of  intense  suflering  followed,  with  a 
burning,  prickling  sensation ;  there  was  throbbing  and  swelling,  while 
the  entire  hand,  more  particularly  the  index  finger,  felt  abnormally 
hot  and  soon  became  covered  with  innumerable  sweat  drops.  She 
noticed,  too,  that  the  pain  was  worse  during  menstruation,  and  that  as 
time  wore  on  the  paroxysms  became  more  frequent ;  the  veins  of  the 
fingers  and  hand  during  the  exacerbation  of  pain  increased  in  size,  while 
the  arteries  beat  with  increased  force.  Soon  the  index  finger  became 
hypersensitive  and  hyperalgesic,  and  there  was  a  fine  rhythmic  tremor 
involving  the  entire  hand,  being  more  violent  in  the  index  finger. 

During  all  these  years  and  until  the  final  radical  treatment  this 
tremor  persisted.  To  prevent  the  extreme  agony  which  finally  became 
unbearable,  this  unfortunate  girl  worried  through  almost  twenty  years, 
holding  her  hand  during  her  waking  hours  that  it  might  not  be 
brought  in  contact  with  any  object,  and  that  she  might  be  spared  the 
added  suffering  which  was  sure  to  follow  when  her  hand  was  suspended. 
Her  entire  left  arm  remained  unused  and  there  was  more  or  less 
atrophy,  including  the  interossei.  The  smaller  joints  were  stiffened. 
At  times  there  were  clonic  spasms  of  the  flexor  muscles  of  the  fore- 
arm. The  greatest  sensitiveness  was  found  about  the  nail  of  the  index 
finger.  Cutting  the  nail  increased  the  pain.  The  slightest  touch  with 
the  points  of  the  asthenometer  provoked  pain  and  perceptibly  increased 
the  tremor.  Heat  aggravated  the  pain,  while  cold  during  the  first 
few  years  seemed  to  give  relief.  Later  nothing  ameliorated  the  acute 
suffering  save  the  holding  of  the  hand  quiet  and  up. 

After  this  erythromelalgic  condition  had  persisted  for  about  ten 
years  there  were  two  superficial  ulcerations  involving  the  skin  on  the 
palmar  surface  of  the  first  and  second  phalanges  of  the  index  finger. 
These  finally  healed,  leaving  slight  depressions  covered  with  normal 
skin.  The  necrobiotic  process  was  without  influence  on  her  pain,  the 
finger  continuing  red  and  congested. 

When  she  came  to  me  there  was  no  time  when  the  index  finger  was 
without  erythema  or  tremor,  or  when  the  hand  was  not  abnormally 
hot  and  sweat  covered.  About  five  years  ago  a  small  circumscribed 
gangrenous  patch  involving  the  tip  of  the  painful  finger  appeared, 
which  left  a  slight  depression  to  be  finally  covered  with  normal  skin. 
On  this  depression  there  was  a  deposit  of  horny  epithelium,  which 
renewed  itself  rapidly  and  broke  off  in  plaques.  A  skiagram  showed 
no  changes  in  the  bones  of  the  hand.  Hypersesthesia  both  of  depth 
and  surface  was  augmented. 

Desperate,  willing  to  make  any  sacrifice  which  might  lead  to  relief, 
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she  consulted  me  in  August,  1900.  The  symptoms  were  not  materially 
changed  from  those  already  described.  The  erythema  is  reproduced 
in  the  water-color  accompanying  the  paper,  as  are  also  the  changes 
due  to  the  loss  of  tissue.  The  asthenometer  could  no  longer  be  used 
because  of  increasing  sensitiveness.  The  knee-jerks  were  noticeable  in 
both  legs ;  no  ankle  clonus  present  in  either  foot.  The  muscles  of  the 
arm  and  forearm  gave  normal  response  to  electricity.  All  degrees  of 
heat  or  warmth  applied  to  the  troublesome  finger  were  over-appre- 
ciated ;  there  were  no  eye  symptoms ;  the  mental  condition  had  always 
been  normal ;  there  were  no  symptoms  referable  to  the  lower  extremi- 
ties. The  localization  of  the  greatest  pain  in  the  index  finger,  its 
persistence  during  many  years  without  evidences  of  brain,  spinal,  or 
other  peripheral  involvement,  the  futility  of  medical  treatment,  seemed 
to  justify  surgical  interference. 

Amputation  of  the  index  finger  below  the  erythematous  area  was 
advised.  Dr.  Jacobson  concurring,  the  patient  readily  consented.  It 
was  thought  wise  by  the  surgeon  to  sacrifice  part  of  the  metatarsal 
bone,  which,  as  the  result  proved,  made  the  ultimate  deformity  less 
prominent.  The  improvement  in  the  condition  of  the  hand,  and  the 
return  of  the  patient  to  a  life  of  usefulness  after  a  long  period  of  suf- 
fering, justified  the  sacrifice  of  the  finger.  There  has  been  no  pain  in 
the  hand  during  the  past  eight  weeks,  the  patient  has  gained  in  weight, 
the  tremor  has  disappeared  except  when  fatigued,  and  to  all  appear- 
ances the  offending  factor  was  removed  with  the  finger. 

Dr.  Steensland,  to  whom  the  finger  was  sent  for  examination, 
reported  as  follows  on  the  microscopical  examination  of  the 
specimen  : 

"  Tissues  were  hardened  in  Zenker's  fluid.  Sections  were  cut  from 
the  skin  in  the  region  of  the  second  phalanx  and  at  the  tip  of  the 
finger,  including  the  horn-like  outgrowth,  from  the  vessels  and  nerves 
at  the  base  of  the  finger,  and  from  the  muscular  tissue  of  the  corpus. 
Sections  were  stained  in  hiematoxylin  and  eosin.  Sections  of  the 
nerves  were  also  stained  by  Van  Gieson's  method  for  the  central 
nervous  system. 

"There  is  occasional  slight  thickening  of  the  intima  of  both  the 
large  and  the  small  arteries.  About  the  small  arterits  are  occasional 
foci  of  infiltration  with  lymphoid  cells.  Veins  are  apparently  normal. 
The  horn-like  outgrowth  occupies  a  slight  depression  in  the  general 
surface  and  consists  of  a  thickening  of  the  horny  layer  of  the  epider- 
mis. Careful  examination  of  the  nerves.  Pacinian  corpuscles,  sweat 
glands,  hair  follicles,  and  muscle  shows  nothing  apparently  abnormal." 
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A  study  of  the  cases  reported  casts  no  doubt  upon  the  diagnosis 
of  erythromelalgia.  In  speaking  of  the  diagnosis  of  erythromel- 
algia,  Weir  Mitchell  makes  the  following  statement  after  giving 
the  histories  of  two  cases — one  a  case  of  erythromelalgia,  the 
other  of  Raynaud's  disease:  '^Surely,  no  two  more  entirely 
separate  groups  of  symptoms  could  be  found.  This  cold,  white 
hand,  with  its  pale  fingers,  free  from  pain  of  any  moment  and 
more  or  less  anaesthetic,  and  now  presently  livid  ;  this  hot,  deep- 
red  foot,  so  painful  that  its  torment  brings  out  the  sweat  on  the 
sufferer's  brow/' 

In  the  cases  here  reported  the  destructive  processes  were  not 
preceded  by  the  corpse  fingers  or  toes,  but  with  opposite  condi- 
tions, long  continued,  and  always  associated  with  the  circulatory 
changes  which  Weir  Mitchell  has  aptly  described  as  a  ^^  true 
vascular  storm,"  thus  agreeing  in  every  particular  with  the 
original  and  subsequent  description  by  Mitchell,  with,  however, 
the  addition  of  the  gangrene  and  superficial  loss  of  tissue. 

The  bibliography  and  references  appended  prove  that  our 
experience  with  erythromelalgia  is  not  as  yet  a  large  one.  In  all 
probability,  if  all  the  reported  cases  were  carefully  scrutinized, 
we  should  not  find  their  number  much  above  fifty.  Among 
these  there  are,  however,  including  my  original  case  and  those  of 
this  paper,  ten  or  eleven  which  bear  directly  upon  the  association 
of  the  processes  which  are  held  possible  in  this  paper. 

Morell-Lavelle*^  reported  a  case  in  which  the  symptoms  of 
erythromelalgia  alternated  with  those  of  partial  local  syncope. 
Mills^^  had  the  case  of  a  woman,  aged  twenty-three  years,  who, 
after  two  years  of  persistent  erythema  of  the  extremities,  developed 
symptoms  resembling  the  milder  Raynaud  phenomena. 

Dehio's^^  case  has  been  frequently  quoted.  A  small  portion  of 
the  ulnar  nerve  above  the  wrist  and  an  equally  small  piece  of  the 
ulnar  artery  were  resected.  In  five  months  the  tip  of  the  little 
finger  of  the  left  hand  became  black  and  a  small  piece  of  bone 
with  pus  and  blood  escaped.  In  this  case  microscopical  examina- 
tion showed  marked  changes  in  the  intima,  which  materially 
narrowed  the  lumen  of  the  vessel.  There  loere  no  changes  in  the 
nerve. 

Kahane^*^  reports  a  case  in  which,  as  in  the  second  case  reported 
in  this  paper,  there  were  superficial  ulcerations,  depraved  nutri- 
tion of  the  nails,  and  rhagades. 
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Sachs  and  Wiener^  report  the  case  of  a  man  in  middle  life, 
without  any  evidence  of  other  nervous  or  arterial  disease,  in  which 
erythromelalgia  developed  in  his  left  foot,  and  in  which  tiiere  was 
finally  a  dry  ganj^rene  of  the  second  toe  with  a  threatening  gan- 
grene of  all  the  other  toes.  Amputation  was  followed  by  a  satis- 
factory recovery.  Sachs^^  says  that  he  has  met  two  cases  of 
erythromelalgia  associated  with  gangrene  of  the  toes,  and  adds  : 
'^  We  must,  therefore,  modify  AVeir  MitchelPs  account  and  claim 
that  in  extreme  instances  of  this  disease  gangrene  may  occur.'' 

In  Wiener' s^^  report  of  the  microscopical  examination  he  says  : 
'^  There  is  a  marked  arteritis  affecting  all  the  coats,  but  more 
particularly  the  intima."  There  were  a  few  degenerated  nerve 
fibres,  but  the  nerve  changes  ^^  were  relatively  slight.'' 

RoUeston^^  reports  the  case  of  a  man,  aged  twenty-nine  years, 
with  symptoms  which  gave  ^^affinities''  with  both  Raynaud's 
disease  and  erythromelalgia.  The  symptoms  of  Raynaud's  dis- 
ease were  atypical.  There  was  redness  of  the  hypersensitive  skin, 
made  worse  by  heat  and  relieved  by  cold. 

Johannssen' s^^  case,  reported  by  Oppenheim,  shows  the  asso- 
ciation of  erythromelalgia  and  Raynaud's  disease,  while  Potain" 
has  reported  a  case  in  which,  as  in  the  first  case  reported  in  this 
paper,  there  was  gangrene  on  one  side  and  erythromelalgia  on  the 
other. 

In  the  first  case  here  reported  the  underlying  pathogenic  factor 
was  certainly  the  specific  and  sclerosed  arteries.  However  slight 
the  changes  found  on  microscopical  examination  of  the  arteries  in 
the  second  case,  the  subsequent  cure  and  the  absence  of  changes 
in  the  nerves  must  prove  that  these  were  sufficient  to  cause  the 
symptoms.  It  is  an  interesting  and  noteworthy  fact  that,  in  most 
of  the  cases  in  which  microscopical  examinations  have  been  made, 
the  greater  changes  have  been  found  in  the  arteries,  while  the 
nerves  have  only  been  slightly  or  not  at  all  changed. 

The  results  of  Sternberg's^^  experiences  collected  in  his  recent 
article  on  ^^Endarteritis  and  Endophlebitis  Obliterans  und  ihr 
Verhaltniss  zur  Spontane — Gangraen,"  are  corroborative  of  the 
great  role  which  the  arteries  play  in  these  cases.  His  paper  is  a 
convincing  contribution  to  the  subject,  for  it  is  founded  on  the 
careful  pathological  study  of  six  cases  ;  five  of  these  were  young 
subjects  in  whom  spontaneous  gangrene  resulted,  while  in  some 
of  the  cases  the  erythromelalgic  symptoms  were  an  accompani- 
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ment ;  in  all,  however,  the  microscopical  examination  revealed 
more  or  less  endarteritis  obliterans  without  change  in  the  accom- 
panying  nerves  or  terminal  plates.  The  pains,  as  a  rule,  were 
worse  at  night,  and  were  aggravated  by  heat.  The  greatest 
chanores  were  found  in  the  intima. 

Sternberg^^  concludes  as  the  result  of  his  investigation  that  the 
**  cause  of  spontaneous  gangrene  is  a  fundamental  endarteritis 
obliterans,  which  is  provoked  by  a  variety  of  noxious  changes 
upon  a  weak  and  tardy  local  circulation  with  ultimate  hyper- 
trophy of  the  muscularis  and  an  active  tissue  overgrowth  of  the 
intima.  ^^ 

Thoma^s^°  original  experiences,  in  which  secondary  arterial 
changes  were  found  to  take  place  and  which  have  already  been 
mentioned  in  connection  with  the  case  reported  in  a  former  paper, 
are  corroborated. 

The  failure  to  find  microscopical  changes  in  the  nerve  structures 
of  a  finger  in  which  pain  and  other  sensory  symptoms  have  been 
in  the  ascendency  during  a  period  of  twenty  years  is  indeed  sur- 
prising, but  it  is  not  at  variance  with  the  experiences  already 
mentioned.  Indeed,  Sachs^^  ends  his  paper  with  the  statement 
that  '^  surely  erythromelalgia  is  as  much  an  arterial  as  a  nerve 
disease. " 

How  do  we  account  for  the  pain  in  these  cases?  In  1893 
NothnageP^  and  in  1894  Laache,^^  in  considering  pains  of  so-called 
vascular  origin,  called  attention  to  the  fact  that  the  adventitia  of 
arteries  contained  Vater-Pacinian  bodies  ;  and  to  this  sensory 
terminal  apparatus  they  pointed  as  the  origin  of  the  pain  in  these 
cases. 

Schlessinger^  s^^  theory  is  not  tenable  in  our  cases.  He  says 
that  in  these  cases  the  vasonervorum  are  degenerated  and  finally 
cause  the  pain.  This  may  occur,  but  in  the  cases  reported  and 
in  those  examined  by  Sternberg'^^  there  was  no  such  process. 

It  is  not  uncommon  for  circulatory  disturbances  to  cause  pain 
by  irritation  of  the  sensory  end  apparatus  in  the  skin.  Erb^'' 
agrees  in  his  article  on  '^  Intermittent  Claudication  and  Other 
Nervous  Disturbances  Following  upon  Vascular  Change''  that 
endarteritis  is  the  cause  of  the  pain. 

The  differential  diagnosis  of  erythromelalgia  and  acroparees- 
thesia  must  be  considered.  The  latter  condition,  first  brought  to 
our  notice  by  NothnageP^  ^^  ^3(57^  j^ter  by  Schultz^*  in  1890, 
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resembles  erytliromelalgia  ouly  because  of  the  presence  in  both  of 
parsesthesia  and  hypersesthesia.  In  no  other  particulars  are  these 
conditions  similar.  Acropanesthesia  is  associated  with  numb- 
ness and  falling  asleep  of  the  fingers  and  formication.  There  are 
but  few  objective  sensory  disturbances ;  oftener  there  are  none. 
There  are  no  vascular  symptoms  ;  there  is  considerable  motor 
weakness  ;  if  there  be  change  in  the  color  of  the  fingers,  they 
are  pale,  not  red  ;  the  hands  are  abnormally  cold  ;  in  some  cases 
the  temperature  is  reduced  from  J°  to  2°  C. 

Friction,  walking,  and  movement  of  the  parts  reduce  the  dis- 
comfort, while  in  erytliromelalgia  these  aggravate  the  torture. 
There  is  greater  intermission  in  the  symptoms  in  acropar?esthesia, 
while  in  erythromelalgia  they  finally  become  continuous ;  in 
erythromelalgia  the  reflexes  are  exaggerated,  while  in  acroparses- 
thesia  they  are  normal.  The  vascular  storm  is  absent  in  the 
latter ;  decidedly  in  evidence  in  the  former. 

Of  182  cases  of  acroparsesthesia,  150  were  women,  12  were 
men.  The  majority  of  cases  of  erythromelalgia  are  found  in 
men.  Acropar?esthesia  affects  anaemic,  cachectic,  and  over- 
worked adults  in  middle  life  and  women  at  the  climacteric, 
particularly  those  who  work  in  cold  water. 

In  erythromelalgia  tliere  are,  beside  the  predilection  of  the 
disease  to  attack  the  lower  extremities,  complications  referable  to 
the  digestive  system  with  far-reaching  central  spinal  or  peripheral 
changes  in  many  cases. 

At  the  present  time  erythromelalgia  cannot  be  dignified  as  a 
disease  per  se.  Scanning  the  literature  which  has  accumulated, 
we  are  surprised  to  find  the  great  variety  of  diseases  which  claim 
erythromelalgia  as  an  attendant. 

Beside  the  cases  to  which  the  writer  has  referred,  the  follow- 
ing are  noteworthy  :  Schenck's^^  case  with  ascending  degeneration 
of  the  posterior  columns  of  the  cord  ;  Woodnut's''^  case  was  asso- 
ciated with  myelitis  ;  Collier^^  reports  ten  cases  associated  with 
various  spinal,  system,  and  indiscriminate  lesions  ;  Auerbach^ 
reports  two  cases,  in  one  of  which  a  post-mortem  examination 
revealed  degenerative  changes  in  the  posterior  nerve-roots  of  the 
lumbar  and  sacral  nerves  without  degeneration  in  the  cord  sub- 
stance, while  the  bloodvessels  were  found  normal.  This  is  the 
only  post-mortem  of  a  case  of  erythromelalgia  on  record.  Nieder" 
reports  a  case  of  erythromelalgia  with  eye  symptoms  prominent. 
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choked  disc  with  vascular  dilatation  ;  Eulenberg^^  one  case  of 
brain  tumor  with  hemorrhagic  retinitis  and  consequent  changed 
visual  field  ;  Hoffman^^  mentions  an  interesting  case  of  acromegaly 
associated  with  erythromelalgia,  in  which  the  patient  was  twenty- 
three  years  of  age.  She  had  had  erythromelalgia  since  her  sixth 
year,  when,  finally,  the  characteristic  changes  in  the  hands  and 
feet  of  acromegaly  followed  ;  Henoch's'^^  ^^  case  was  one  of  ery- 
thromelalgia following  hemiplegia  and  hemihyperidrosis,  death 
finally  resulting  from  angina  pectoris  ;  and  Levy^^  reports  a  case 
resting  on  a  hysterical  basis,  cured  by  hypnosis,  in  which  ery- 
thromelalgia was  associated  with  Eaynaud's  disease. 
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VII.  The  Early  Diagnosis  of  Insanity. 
By  CARLOS  F.  MacDONALD,  M.D., 

NEW  YORK. 

The  fact  that  in  a  vast  majority  of  cases  of  insanity  the  respon- 
sibility of  recognizing  its  existence  in  the  first  instance  devolves 
upon  the  family  physician,  renders  the  importance  of  the  subject 
indicated  by  the  title  of  this  paper  to  the  general  practitioner  at 
once  apparent  and  furnishes  a  justification,  if  one  were  needed, 
for  its  presentation  to  this  society.  Moreover,  the  importance  of 
the  subject  is  amply  attested  by  the  fact  that  insanity  is  a  disease 
which  invades  all  classes  of  society,  and  from  which  no  one  can 
claim  exemption  ;  that  in  effect  it  is  more  serious  and  far-reaching 
and  involves  a  wider  range  of  interests,  whether  as  regards  the 
welfare  and  happiness  of  individuals,  of  families  or  of  com- 
munities, than  any  other  malady  known  to  mankind.  To  the 
individual  it  involves  during  its  existence  a  loss  of  man's  highest 
attribute — reason — and  in  a  large  majority  of  cases  a  loss  of  that 
priceless  boon — personal  liberty.  It  also  involves  a  disturbance 
or  destruction  of  his  social  and  business  relations,  a  loss  of  control 
of  his  property  and  affairs,  and,  if  the  disease  happens  to  take  an 
unhappy  form,  great  mental  anguish  and  distress,  amounting  in 
many  cases  to  ^^a  living  death''  which  may  endure  for  many 
years,    and   finally  death  itself.      To    the   family  it   frequently 
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involves  great  anxiety  and  distress  and  in  many  instances  personal 
danger  ;  also  a  removal  of  the  loved  one  from  the  family  circle 
to  the  care  of  strangers  with  its  attendant  expense  and  possible 
loss  of  source  of  income,  if  the  victim  happens  to  be  the  head  of 
the  family  ;  and  finally,  it  involves  the  stigma  which  unfortu- 
nately and  wrongfully  still  attaches  to  families  known  to  be  tainted 
with  mental  disease.  To  the  community  it  involves  the  safety  of 
life  and  property  and  an  enormous  expenditure  of  public  funds 
for  provision  for  the  care  and  treatment  of  the  dependent  insane — 
the  State  of  New  York  to-day  having  in  round  numbers  22,000 
insane  persons  in  custody,  with  an  outlay  of  §20,000,000  for 
hospital  plants  and  equipments,  and  an  annual  expenditure  of 
§5,000,000  for  the  care  and  treatment  of  their  inmates. 

It  has  been  well  said  that  there  is  no  disease  which  on  its  first 
invasion  of  the  family  circle  creates  a  profounder  sense  of  distress 
and  helplessness  than  that  of  insanity;  nor  is  there  one  which 
is  more  likely  to  be  mismanaged  in  the  initial  stage,  the  friends 
of  its  victim  being  unable  usually  to  comprehend  its  importance 
or  even  to  realize  its  presence;  or,  realizing  it,  they  are  at  a  loss  to 
know  what  course  to  pursue,  and  in  their  stress  and  anxiety  they 
naturally  turn  to  the  family  physician  for  advice  and  assistance. 
Then,  too,  a  considerable  proportion  of  cases — especially  among 
the  wealthier  classes — have  to  be  treated  at  home  for  a  time, 
particularly  in  the  early  and  most  important  stage  of  the  disease 
as  regards  its  curability,  while  a  certain  number  of  cases  may 
properly  and  safely  be  treated  at  home  throughout  the  disease, 
provided  they  are  in  competent  medical  hands. 

It  may  be  said,  in  passing,  that  the  study  of  insanity  presents 
nothing  that  is  new  or  incomprehensible  ;  that  its  phenomena  on 
the  mental  side  consist  largely  of  modifications  of  the  natural 
characteristics  or  tendencies  of  the  individual,  whether  in  the 
direction  of  perversion,  exaggeration  or  diminution  of  those  quali- 
ties, these  modifications  being  merely  the  outward  expression  or 
symptom-complex  of  diseased  conditions,  functional  or  organic, 
of  the  brain — conditions  which  are  due,  directly  or  indirectly,  to 
moral  or  physical  causes. 

In  other  words,  insanity  is  a  disease  or  disturbance  of  the 
intellectual  areas  of  the  brain  which  is  marked  by  derangement, 
partial  or  complete,  of  the  mental  faculties;  a  derangement  which 
manifests  itself  by  a  prolonged  departure  from  the  methods  of 
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thinking,  feeling,  and  acting  which  were  usual  to  the  individual 
when  in  a  state  of  mental  health.  From  this  it  will  be  seen  that 
there  is  no  common  standard  of  sanity  departure  from  which 
constitutes  insanity,  as  otherwise  all  mankind  would  be  more  or 
less  insane,  inasmuch  as  no  two  individuals  think  and  feel  and 
act  precisely  alike.  Hence  no  man  is  insane  because  he  is  different 
mentally  from  other  men.  On  the  contrary,  every  individual  has 
his  own  standard  of  sanity  which  may  differ  widely  from  that  of 
every  other  person,  and  it  is  only  when  he  differs  from  himself, 
when  he  is  departed  from  his  normal  mental  state,  or  is  in  a  state 
of  mental  alibi,  so  to  speak,  or  when,  in  common  parlance,  he  is 
^^  out  of  his  mind,"  that  he  may  be  regarded  as  insane. 

Thus  it  appears  that  insanity  is  a  relative  condition,  a  com- 
parative state;  and  that  the  standard  of  comparison  in  each 
instance  is  to  be  found  within  the  individual  himself.  Hence,  as 
before  remarked,  a  man  is  insane  only  when  he  differs  from  him- 
self, and  in  order  to  declare  him  so  we  must  exclude  all  other 
men  from  consideration  and  compare  the  condition  in  which  we 
find  him  at  the  time  of  the  examination,  as  indicated  by  his  con- 
duct, manner,  and  speech,  as  well  as  by  his  physical  state — espe- 
cially as  regards  the  performance  of  his  bodily  functions,  including 
the  state  of  the  circulation,  the  tongue,  skin,  pupils,  appetite,  the 
state  of  the  bowels,  the  condition  of  sleep,  motor  symptoms,  etc., 
with  his  normal  mental  status  as  determined  by  his  heredity,  his 
birth,  his  mental  development,  disposition  and  temperament, 
affections,  education,  moral  sentiments,  habits,  and  environment, 
in  order  to  determine  wherein  and  to  what  extent  he  has  de- 
parted therefrom.  For  instance,  an  individual  of  so-called  ex- 
citable temperament  may  exhibit,  from  trivial  causes,  mental 
exaltation  or  the  opposite,  mental  depression,  which  up  to  a  cer- 
tain degree  would  be  clearly  within  the  range  of  physiological 
mentality  ;  whereas,  similar  manifestations  from  similar  or  even 
widely  different  causes,  on  the  part  of  another  whose  organiza- 
tion, temperament,  and  mental  habits  are  of  a  different  order, 
might  very  properly  stamp  him  as  insane.  That  is  to  say,  two 
individuals  may  exhibit  precisely  similar  mental  symptorns  and 
one  be  of  sound  mind  while  the  other  would  be  a  pronounced 
lunatic. 

Such  being  the  case,  it  becomes  of  the  utmost  importance 
in  the  diagnosis  of  insanity,  especially  in  obscure  or  doubtful 
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cases,  to  institute  a  careful  comparison  of  the  individual  with  him- 
self. It  is  only  when  the  physiological  limits  are  passed  and  the 
man  enters  into  a  psychopathic  state  that  he  may  be  regarded  as 
insane.  Nor  is  it  always  possible  to  say  just  where  health  ends 
and  disease  begins,  so  gradually,  in  most  cases,  does  the  one  state 
merge  into  the  other.  Insanity,  like  most  other  diseases,  does 
not  suddenly  enter  the  system  at  one  door  while  health  departs 
at  the  other  ;  and  while  in  rare  instances  the  disease  may  make  a 
rapid  onset,  usually  its  approach  is  gradual  and  the  prodromal 
stage,  which  is  aptly  termed  the  stage  of  alteration,  in  contradis- 
tinction to  the  later  stage  of  aberration,  may  cover  a  period  of 
weeks  or  months  or  even  years  before  the  so-called  established 
stage — that  is,  the  stage  of  actual  aberration — is  reached. 

The  significant  diagnostic  factor  to  be  sought  for  in  the  early 
stage  of  the  disease  is  evidence  of  the  prolonged  departure  to  which 
reference  has  been  made,  that  is,  a  change  in  the  mental  character- 
istics of  the  individual.  In  fact,  any  prolonged  change  in  the  men- 
tal or  moral  tone  of  an  individual  should  at  once  excite  suspicion 
of  approaching  insanity,  especially  if  he  descended  from  insane 
or  neurotic  stock.  The  watchful  eye  of  affection  is  usually  quick 
to  discern  a  deviation  from  bodily  health  in  a  member  of  the 
family  circle,  long  perhaps  before  the  occurrence  of  serious  or 
structural  disease,  but  when  foreshadowings  of  disease  begin  to 
appear  upon  the  mental  horizon  how  frequently  it  occurs  that 
friends  and  relatives,  either  through  ignorance  of  their  true  sig- 
nificance, or  through  consciousness  of  an  inherited  taint  and  dread 
of  the  odium  which  attaches  wrongfully  thereto,  close  their  eyes 
to  mental  vagaries,  absent-mindedness,  eccentricities  of  conduct 
and  other  functional  disturbances,  mental  and  physical,  which 
usually  mark  the  approach  of  mental  disease  and  which  should 
have  aroused  their  anxiety.  The  histories  of  many  of  the  chronic 
insane  in  custody  to-day  would  reveal  the  sad  fact  that  in  the 
beginning  of  their  malady  these  prodromes,  these  danger  signals, 
were  unheeded  and  the  disease  allowed  to  proceed  unchecked 
until  it  had  reached  a  state  of  hopeless  chronicity. 

Prominent  among  the  premonitory  symptoms  of  insanity  are 
disturbances  of  the  bodily  functions,  morbid  emotional  manifesta- 
tions and  alterations  in  the  mental  characteristics  of  the  individual. 
Somatic  functional  disturbances  express  themselves  in  various 
ways,    such   as  pavor  noctuvnus,    insomnia,    headache,    tinnitus. 
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vertigo,  clammy  extremities,  and  other  vasomotor  disturbances, 
anorexia,  indigestion,  constipation,  etc.  It  should  be  said  in 
passing  that  while  these  phenomena,  especially  insomnia  and 
constipation,  are  frequently  observed  in  the  prodromal  stage, 
they  may  one  or  all  occur  in  persons  who  never  become  insane  ; 
hence,  they  are  not  to  be  regarded  as  pathognomonic,  nor  singly, 
perhaps,  even  diagnostic  of  mental  disease. 

If  the  tendency  is  to  mental  exaltation,  or  mania,  the  emotional 
changes  usually  take  the  form  of  unnatural  buoyancy,  loquacity, 
undue  levity,  and  morbidly  quickened  mental  operations,  the  pa- 
tient frequently  appearing  to  be  unnaturally  bright.  If  the  ten- 
dency is  to  mental  depression,  or  melancholia,  there  are  gloomy 
forebodings,  morbid  introspection,  hyperconscientiousness,  senseless 
self-condemnation,  a  morbid  aversion  to  friends,  morbid  suspicious- 
ness, irritability,  and  frequently  a  vague  sense  of  impending  evil  of 
some  kind.  Marked  alterations  of  character  are  seldom  wanting  in 
tliis  stage  of  the  disease.  Thus,  for  instance,  the  devout  person  may 
become  profane  ;  the  refined,  immodest  and  disregardful  of  the 
proprieties  and  decencies  of  life  ;  the  staid  individual,  capricious 
and  vacillating  ;  the  social,  unsocial  ;  the  good-tempered,  iras- 
cible; the  industrious,  indolent ;  the  temperate,  intemperate  ;  the 
cheerful,  sullen  and  morose;  and  the  level-headed,  conservative 
business  man  embarks  in  senseless  enterprises.  These  symptoms, 
beino:  in  strikina;  contrast  to  the  individual's  normal  mental 
status,  are  indicative  of  a  departure  therefrom,  and  when  observed 
they  should  always  excite  suspicion  of  impending  insanity ;  and 
while  they  may  vary  as  regards  number,  order  of  occurrence,  and 
intensity,  their  presence  is  always  significant  as  danger  signals, 
especially  when  they  occur  in  persons  who  are  predisposed  to 
mental  disease  by  reason  of  inheritance,  neurotic  diathesis,  pre- 
vious attacks  of  insanity,  head  injury,  alcoholism,  drug  addic- 
tion, syphilis,  mental  shock,  prolonged  mental  strain  and  w^orry, 
general  ill  health,  etc. 

It  should  be  borne  in  mind  that  insanity  is  rarely  due  to 
a  single  cause,  whether  predisposing  or  exciting.  If  careful  in- 
vestigation to  discover  the  etiological  factors  be  made,  it  will  be 
found  in  most  cases,  when  reliable  data  are  obtainable,  there 
exists  a  combination  of  causes,  all  of  which  are  conducive, 
directly  or  indirectly,  to  cerebral  malnutrition,  which  after  all 
is  the  immediate  exciting  cause  of  all  insanities.    In  other  words. 
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any  disease  or  condition  which  impairs  the  boilily  nutrition  or 
alters  unfavorably  the  (jiiality  or  (|uanti(y  of  the  blood-sii])|)ly, 
or  which  seriously  disturbs  the  normal  reflex  excitability  of  the 
nervous  system,  is  capable  of  becoming  either  a  predisj)Osing  or 
exciting  cause  of  insanity,  especially  when  it  occurs  in  an  indi- 
vidual having  a  psychotic  taint,  whether  inherited  or  acquired. 
This  would  include  in  the  etiological  category  all  forms  of  disease, 
whether  local  or  general,  acute  or  chronic,  and  all  manner  of 
functional  disorders  ;  and  inasmuch  as  the  etiological  importance 
of  any  of  these  conditions  depends  upon  their  potency  in  pro- 
ducing malnutrition  of  the  brain,  it  becomes  imj)ortant  to  fix  in 
mind  at  the  outset  the  fundamental  fact  that  insanity  of  whatever 
type  is  directly  due  to  functional  or  structural  derangement  of  the 
cortical  substance  of  the  brain.  Hence,  in  estimating  the  relative 
importance  of  any  class  of  causes,  whether  predisposing  or  exciting, 
we  must  take  into  account  the  part  they  play  in  rendering  the 
brain  unstable  through  its  denutrition,  and  thus  preparing  it  for  a 
mental  breakdown.  In  other  words,  the  functional  integrity  of 
the  mental  faculties  depend  entirely  on  the  healthful  activity  of 
the  physical  system  ;  hence,  there  can  be  no  unsoundness  of  mind, 
in  a  medical  sense,  without  unsoundness  (disease)  of  body. 

In  connection  with  the  subject  of  the  diagnosis  of  insanity,  it 
should  be  borne  in  mind  that,  as  already  intimated,  the  range  of 
normal  mental  action  is  by  no  means  a  narrow  one.  That  is  to 
say,  the  mental  operations  of  the  brain  may  be  disturbed  tem- 
porarily by  causes  of  a  transient  nature,  such  as  variations  in  the 
quality  or  quantity  of  the  blood-supply,  overwork,  excessive  emo- 
tional excitement,  reflex  irritations,  etc.,  and  yet  not  transcend 
the  limit  of  physiological  mentality.  For  instance,  if  a  man  under 
the  influence  of  wine,  or  on  the  receipt  of  exceedingly  good  news, 
should  exhibit  signs  of  mental  exaltation  quite  unusual  to  him  w^e 
would  not  call  it  mania  ;  or,  if  he  evinced  mental  depression  on 
account  of  bad  news  or  misfortune,  we  w^ould  not  call  it  melan- 
cholia. It  is  only  when  the  physiological  limitation  is  passed 
and  the  individual  enters  into  a  pathological  state,  mentally,  that 
we  may  consider  him  insane.  In  other  words,  whenever  an 
individual  is  found  to  have  undergone  a  prolonged  departure  from 
his  normal  mental  state  and  the  departure  is  unexplainable  on 
any  other  grounds,  such  as  drunkenness,  delirium,  the  effect  of 
narcotic  drugs  or  other  toxic  agencies,  a  diagnosis  of  insanity  will 
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usually  be  warranted.  Alcoholic  intoxication  and  delirium 
tremens  do  not  constitute  insanity  in  a  medical  sense,  although 
the  law  recognizes  the  latter  as  an  excuse  for  crime,  and  some 
writers  have  classed  it  among  the  so-called  toxic  insanities. 

It  should  be  borne  in  mind,  too,  in  the  diagnosis  of  insanity, 
that  the  patient's  statements  regarding  himself  are  often  unreliable 
and  misleading,  owing  to  delusional  ideas  or  misinterpretation  of 
what  actually  took  place,  even  though  in  other  respects  he  may 
be  perfectly  truthful.  Again,  the  truth  or  falsity  of  certain  state- 
ments made  by  the  insane  can  only  be  determined  by  evidence 
from  other  sources  ;  hence,  we  should  not  regard  every  unusual 
or  extraordinary  declaration  of  a  patient  as  indicative  of  delusion. 
For  instance,  a  man  may  assert  that  he  is  the  victim  of  a  con- 
spiracy or  that  his  wife  is  unfaithful  to  him  ;  or  a  woman,  that 
she  is  pregnant,  all  of  which  may  be  true  or  it  may  be  delusion, 
so  that  before  determining  the  diagnostic  value  of  such  declara- 
tions, corroborative  evidence  should  be  sought  for  from  sources 
other  than  the  patient  himself,  as  by  so  doing  we  may  avoid 
the  humiliating  predicament  in  which  a  medical  friend  of  mine 
once  found  himself  through  certifying  that  an  allegation  of  preg- 
nancy made  by  a  young  woman  was  an  insane  delusion,  when  she 
was  in  fact  pregnant,  as  an  examination  would  have  disclosed  had 
he  taken  the  precaution  to  make  one. 

On  the  other  hand,  many  of  the  delusions  and  hallucinations 
expressed  by  the  insane  are  so  manifestly  irrational  as  to  need  no 
further  corroboration,  as,  for  instance,  when  a  man  declares  that 
he  is  a  king  or  the  Saviour,  or  that  his  legs  are  made  of  glass 
and  he  refuses  to  walk  lest  he  may  break  them  ;  or  a  woman 
that  she  is  the  Virgin  Mary,  or  a  queen,  or  an  empress,  etc. 
Again,  we  occasionally  meet  insane  persons  who  are  capable  of 
concealing  their  delusions  for  a  time,  realizing  that  the  exhibition 
of  them  may  result  in  their  being  declared  insane  and  deprived 
of  liberty  and  the  control  of  their  affairs  ;  but  the  deception  in 
such  cases  rarely  fails  of  detection  at  the  hands  of  a  skilled 
observer,  if  time  and  suitable  opportunity  for  observation  be  had. 
Dangerous  patients,  suicidal  and  homicidal  cases,  frequently 
endeavor  to  conceal  their  intentions  and  their  delusions  relating 
thereto  ;  and  while  cases  are  occasionally  met  in  which  for  the 
time  being  the  most  careful  scrutiny  fails  to  disclose  the  existence 
of  any  definite  or  verbally  expressed  delusion,  I  have .  yet  to  find 
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a  case  of  insanity  proper  that  did  not  at  some  stage  of  its  progress 
reveal  the  presence  of  delusion  or  a  delusional  states  as  evinced  by 
the  declarations,  manner,  or  conduct  of  the  individual.  It  need 
scarcely  be  said  that  the  most  common  delusion  among  the  insane 
is  that  they  are  not  insane. 

In  the  diagnosis  of  insanity  it  is  important  to  take  into  account 
certain  negative  symptoms,  as  reticence,  obstinacy,  sullenness, 
or  stupidity,  any  of  which  may  be  significant  with  reference  to 
diagnosis,  especially  if  such  condition  is  not  natural  to  the  indi- 
vidual. Note  should  be  taken  also  of  the  facial  expression,  the 
contrast  in  facial  expression  in  mania  and  melancholia  is  in  itself 
a  lesson  in  diagnosis,  the  expression  of  the  eyes  and  their  pupillary 
reactions  to  light  and  accommodation,  the  speech,  writings,  motor 
functions,  reflexes,  etc.,  any  of  which  may  in  themselves  be  indica- 
tive of  certain  forms  of  mental  disease.  The  pulse  and  temperature 
should  also  be  observed,  as  persons  laboring  under  the  delirium 
of  fever,  meningitis,  etc.,  have  occasionally  been  committed  to 
institutions  for  the  insane  through  inattention  to  these  points. 

Other  conditions  which  have  been  mistaken  for  insanity  are 
prolonged  intoxication,  delirium  tremens,  the  delirium  of  menin- 
gitis, and  of  the  various  continued  fevers,  sunstroke,  hysteria, 
injury  of  the  head,  and  the  delirium  which  sometimes  precedes 
death  in  certain  diseases  and  in  old  age.  Most  frequent  among 
the  prodromes  to  mental  diseases  are  insomnia  and  constipation. 
In  fact,  so  common  are  these  symptoms  in  the  onset  of  acute 
insanity  that  the  experienced  observer  comes  to  anticipate  their 
presence,  and  to  expect  an  affirmative  answer  to  his  interrogations 
respecting  them  in  substantially  every  case  that  comes  before  him. 

Thus  I  have  attempted  to  portray  briefly  the  most  frequent 
and  most  important  mental  and  physical  indications  of  the  onset 
of  mental  disease.  These  indications  may  not  present  in  the  order 
mentioned,  nor  will  all  of  them  be  observed  in  every  case,  but 
more  or  less  of  them  will  be  found  in  most  cases  if  carefully 
sought  for,  and  the  physician  must  be  prepared  to  recognize  and 
define  the  particular  departure  from  the  normal  state  so  distinctly 
and  clearly  as  to  satisfy  himself  and  the  friends  of  the  patient 
that  the  deviation  actually  exists  and  that  the  case  has  reached  a 
point  at  which  the  good  of  the  patient  and  the  welfare  of  the 
family  and  of  the  community  render  medical  interference  impera- 
tive.    It  is  doubtless    true  that  an  impending  attack    of  acute 
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insanity  coald  frequently  be  warded  off  if  the  prodromes,  which 
I  have  characterized  as  danger  signals,  were  promptly  recognized 
and  timely  measures  for  their  relief  applied.  Prevention  is  better 
than  cure,  and  to  recognize  mental  disorder  in  its  incipiency  will 
often  enable  us  to  adopt  remedial  measures  at  the  most  opportune 
time  for  arresting  its  progress. 

The  importance  of  promptly  instituting  measures  for  the  relief 
of  insomnic  states  whenever  met  with  in  practice,  and  particularly 
if  the  insomnia,  as  frequently  happens,  is  associated  with  slight 
mental  depression  and  constipation,  can  scarcely  be  overestimated. 
The  insomnic  habit,  like  many  other  habits,  is  easily  acquired, 
and  if  allowed  to  go  unchecked  tends  to  produce  brain  malnutri- 
tion and  consequent  mental  disease,  especially  in  individuals  who 
are  predisposed  thereto. 


yill.     The  Treatment  of  Delirium  Tremens  by  the 
Intravenous  Infusion  of  Saline  Solution. 

By  JAMES  P.  WARBASSE,  M.D., 

NEW  YORK. 

The  disease  under  consideration  is  characterized  by  auto- 
intoxication. A  chronic  degeneration  of  the  glandular  structures 
of  the  body  results  from  the  prolonged  use  of  alcohol.  Particu- 
larly when  the  whole  organism  suffers  the  shock  of  traumatic 
injury,  the  secreting  and  excreting  structures,  by  virtue  of  these 
degenerative  processes,  become  disturbed  in  their  functional 
equilibrium  and  a  toxaemia  results.  The  identity  of  the  peculiar 
toxins  of  delirium  tremens  has  not  been  determined.  It  must  be 
assumed,  however,  that  these  toxins  are  in  part  waste  materials 
which  are  dependent  upon  the  emunctory  organs  for  their  elim- 
ination, and  in  part  the  so-called  internal  secretions  of  organs, 
which  in  the  normally  balanced  organism  play  a  physiological 
role.  Delirium  tremens  is  characterized  by  the  action  upon  the 
nervous  system  of  these  products,  which,  by  virtue  of  the  path- 
ological conditions  present,  fail  to  become  eliminated,  absorbed, 
or  neutralized. 

In   the  majority  of  these  cases  the  natural   resources  of  the 
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system  are  sufficient  to  overcome  the  toxaemia,  and  the  glandular 
equilibrium  becomes  restored.  In  a  certain  class  of  cases  the 
intoxication  is  fatal,  even  in  the  presence  of  kidneys  which  are 
able  to  excrete  an  adequate  amount  of  urea. 

The  great  value  of  intravenous  salt  infusion  in  cases  in  which 
the  blood  contains  a  profoundly  poisonous  amount  of  toxic  sub- 
stance has  led  the  author  to  apply  this  method  of  diluting  and 
hastening  the  elimination  of  the  poison  in  the  extreme  intoxica- 
tion of  delirium  tremens.  This  opportunity  is  taken  to  place  on 
record  the  following  experience  occurring  in  the  service  of  Dr. 
Pilcher  in  the  Methodist  Episcopal  Hospital  in  New  York. 

The  patient  was  a  man,  aged  thirty  years,  an  habitual  drinker  of 
whiskey.  The  urine  showed  the  evidences  of  but  a  very  moderate 
degree  of  urea  eliminating  derangement.  He  suffered  a  fall  from  a 
wagon,  and  sustained  a  contusion  of  the  side  of  the  chest  and  abdomen, 
and  a  slight  wound  of  the  scalp  with  transient  cerebral  contusion 
symptoms.  He  regained  full  consciousness  in  about  an  hour.  The 
first  symptoms  of  tremor  appeared  a  few  hours  after  the  injury.  This 
continued  in  a  slight  degree  until  the  third  day,  when  the  temperature 
rapidly  rose  to  104.2°,  and  the  patient  became  profoundly  over- 
whelmed with  the  disturbances  associated  with  a  violent  attack  of 
delirium  tremens.  The  pulse  became  rapid  and  weak,  and  on  the 
fourth  day  the  temperature  was  105°.  Up  until  this  time  sedatives 
and  the  routine  treatment  for  delirium  tremens  had  been  employed, 
together  with  alcohol  sponging  for  the  fever.  On  the  fifth  day  his 
general  condition  was  still  worse.  The  heart  was  weak  and  rapid. 
The  skin  was  cyanotic  and  bathed  in  cold  perspiration.  The  delirium 
was  of  the  low  muttering  type,  and  the  general  picture  was  that  of  a 
case  profoundly  overwhelmed  with  some  virulent  systemic  poison, 
which  promised  to  terminate  fatally  within  thirty-six  hours.  At  this 
stage  an  infusion  of  1200  c.c.  (forty  ounces)  of  saline  solution  at  a 
temperature  of  116°  F.  was  introduced  into  the  median  cephalic  vein. 
The  change  that  came  over  the  patient  was  a  most  striking  one.  The 
circulation  rapidly  improved,  the  delirium  subsided,  and  the  patient 
regained  consciousness,  all  within  a  few  hours.  On  the  day  following 
the  temperature  had  subsided  to  99.6°,  and  the  complete  recovery  was 
rapid  and  uneventful.  The  changes  in  this  case  were  so  rapid  and 
striking  that  it  seemed  like  a  resuscitation. 

The  infusion  in  such  cases  as  this  accomplishes  these  things : 
It  increases  the  amount  of  the  circulating  medium  in  which  the 
toxic  materials  are  dissolved,  thereby  diluting  the  poison,  and 
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bathing  the  nerve-centres  with  a  more  attenuated  solution  of  the 
same.  The  amount  of  circulating  fluid  is  increased  above  the 
normal,  so  that  the  excretion  of  fluids  through  all  the  fluid- 
excreting  channels  is  increased,  thereby  carrying  off  in  solution 
much  of  the  contained  toxins.  The  action  of  the  heart  is  improved 
by  the  filling  of  the  relaxed  vessels.  These  suffice  to  restore 
the  physiological  equilibrium,  and  turn  the  balance  in  favor  of 
recovery. 

Thus  we  may  add  indefinitely  to  the  uses  of  this  most  valuable 
therapeutic  measure. 


IX.     Hysterica!.  Anaesthesia  and  Analgesia. 
By  B.  C.  LOVELAND,  M.D., 

SYUACUSE. 

Miss  M.  M.,  aged  twenty-four  years,  unmarried,  came  under  my 
care  on  May  20,  1898.  Her  menstruation,  always  irregular,  began 
at  fourteen,  and  Avas  apt  to  come  at  intervals  of  about  five  weeks.  She 
had  typhoid  fever  at  the  age  of  sixteen  and  rheumatic  fever  at  twenty- 
two.  Heredity  was  good.  She  was  subjected  to  a  nervous  shock  two 
or  three  years  before  I  saw  her,  on  the  death  of  her  father,  which 
occurred  suddenly  from  apoplexy,  while  she  was  alone  with  him  in 
the  house.  She  had  also  been  under  a  nervous  strain  for  some  years 
by  reason  of  an  unsettled  love  affair,  which  was  the  subject  of  much 
difference  of  opinion  on  the  part  of  various  members  of  the  family, 
and  which  she  had  finally  settled  by  breaking  off  the  engagement. 
This  had  occurred  about  three  weeks  before  I  saw  her,  and  was  fol- 
lowed by  a  severe  hysterical  crisis,  in  which,  the  nurse  who  was  with 
her  said,  she  acted  as  if  she  had  lost  her  reason,  and  she  started  to 
leave  the  house  only  partially  clad,  but  was  prevented.  At  my  first 
interview  she  was  unable  to  give  a  correct  account  of  the  past  three 
weeks,  but  by  the  aid  of  the  nurse  I  learned  that  she  had  been  at  first 
very  much  excited,  sleepless,  and  wanted  to  get  aAvay  from  her  friends, 
for  she  thought  they  had  all  turned  against  her.  She  also  complained 
of  numbness  in  her  limbs,  which  was  less  noticeable  after  a  few  days. 
She  never  complained  of  globus  except  when  faradism  was  applied  to 
some  spots  on  her  back,  which  are  described  later  as  hysterogenic 
zones. 

Her  condition  at  the  time  of  the  first  examination  was  as  follows  : 
Body  generally  well  nourished,  though  muscularly  weak  ;  pulse  60, 
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irregular  ;  temperature  normal ;  blood,  haemoglobin,  100  per  cent.;  red 
corpuscles,  6,080,000  ;  reflexes  slow  ;  pupils  dilated,  and  such  tender- 
ness on  pressure  over  the  abdomen  that  an  investigation  of  the 
abdominal  organs  was  postponed.     Later  examination  of  the  abdom- 


Front  view.  Back  view. 

White  represents  normal  sensitiveness. 
Diagonal  lines  represent  total  anaesthesia. 
Crossed  lines  represent  hypersesthesia. 
Black  spots  represent  hysterogenic  zones. 

inal  and  pelvic  organs  showed  them  to  be  normal.  A  diagnosis  of 
hysteria  major  was  made,  and  after  a  few  days  my  attention  was 
called  to  a  lack  of  sensation  in  her  limbs  by  a  masseuse  who  had  made 
her  black  and  blue  while  administering  a  treatment.     The  patient 
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was  until  this  time  unaware  of  the  anaesthesia.  A  map  of  her  heat, 
pain,  and  tactile  sense  areas  was  made,  which  was  as  follows  :  Normal 
sensation  over  head  and  neck  ;  tactile,  thermic,  and  pain  anaesthesia 
from  the  collar-bone  to  just  above  the  nipples  in  front  and  over  an 
equal  area  on  the  back,  both  shoulders,  arms,  and  hands  being  included 
in  the  anaesthetic  area.  On  the  front  of  the  body  sensation  was 
normal  from  the  nipples  down  to  a  line  across  the  body  at  the  tenth 
rib,  where  an  area  of  extreme  hypersesthesia  began  extending  to  the 
groins.  On  the  back  normal  sensation  extended  from  the  lower  angles 
of  the  scapulae  to  the  gluteal  folds,  except  two  small  joints  just  below 
the  scapulae,  which  are  shown  in  the  diagram,  and  which  were 
extremely  sensitive  ;  in  other  words,  were  hysterogenic  zones,  and 
electrical  stimulation  of  these  spots  would  immediately  develop  a 
hysterical  attack.  The  limbs,  including  the  feet,  were  void  of  all 
sensation  of  either  heat,  cold,  contact,  pain,  or  location,  a  deep  punc- 
ture with  a  large  needle  producing  no  appearance  of  feeling,  the 
limit  above  being  the  groin  in  front  and  the  gluteal  fold  on  the  back. 
Contrary  to  the  ordinary  in  such  cases,  puncture  with  a  surgical  needle 
was  followed  by  some  blood,  and  by  ecchymosis,  though  the  skin  pre- 
sented the  usual  pale  appearance.  All  the  lines  between  the  sensitive 
and  insensitive  areas  were  very  sharply  defined,  and  there  was  nc 
tapering  off  of  sensitiveness. 

In  the  course  of  recovery  sensation  first  returned  in  the  palms  of 
the  hands  and  fingers,  then  in  the  dorsal  surface  of  the  feet.  There 
was  a  gradual  extension  of  sensitiveness  from  the  extremities  toward 
the  body,  but  there  was  not  the  frequent  change  in  outline  of  the 
anaesthetic  areas  which  so  often  marks  the  hysterical  type.  Electrical 
stimulation  would  produce  contraction  of  any  group  of  muscles,  but 
at  first  the  patient  could  not  tell  which  limb  was  the  subject  of  con- 
traction unless  she  saw  it  move. 

Before  she  left  my  care  she  passed  through  such  a  variety  of  nervous 
phases,  some  of  which  affected  her  so  seriously  that  a  brief  history  of 
her  case  in  its  other  aspects  may  be  interesting. 

She  was  at  first  constipated,  and  would  go  for  days  without  an  evac- 
uation with  no  apparent  discomfort,  laxatives  producing  little  result, 
when  one  night  she  developed  hysterical  convulsions,  in  which  the 
spasms  were  general,  including  double  strabismus,  which  lasted  for 
about  two  hours.  After  this  attack  she  began  to  have  diarrhoea, 
from  five  to  eight  evacuations  per  day,  and  also  menstruated  about 
every  alternate  four  days.  From  this  time  alternating  diarrhoea  and 
constipation  and  frequent  menstruation  continued  for  several  months. 

The  treatment  applied  for  the  disorder  of  sensation  was  faradism, 
or  interrupted  galvanic  current,  of  sufficient  strength  to  contract  the 
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muscles,  and  strong  mental  suggestion.  After  a  few  such  treatments 
sensation  returned  in  the  hands  and  i  n  the  dorsal  surface  of  the  feet, 
but  was  most  acute  in  the  fingers.  Normal  sensation  was  slow  in 
returning,  beginning  in  the  extremities,  and  gradually  extending 
toward  the  body.  When  the  anaesthesia  was  at  its  worst  there  was 
also  considerable  muscular  weakness,  so  that  at  one  time  she  had  not 
enough  grip  in  her  hands  to  make  a  record  on  the  dynamometer. 
During  one  of  her  spells  of  constipation  she  seemed  to  resist  all 
remedies,  and  vomiting  set  in,  which  soon  assumed  a  serious  character. 

She  vomited  everything  administered  by  the  stomach,  both  food 
and  medicine,  including  large  quantities  of  liquid,  black  or  greenish- 
black  in  color,  and  with  an  odor  between  that  of  urine  and  fecal 
matter. 

This  condition  lasted  four  or  five  days  before  it  finally  gave  way, 
during  which  time  her  kidneys  nearly  ceased  to  secrete,  and  she  voided 
no  urine  for  thirty-six  hours,  the  stomach  probably  acting  in  a  measure 
vicariously.  At  the  end  of  this  day  and  a  half  less  than  a  pint  of 
urine  was  found  in  the  bladder  by  the  use  of  the  catheter,  and  for 
several  days  she  voided  no  urine  except  once  in  twenty-four  hours, 
when  the  catheter  was  used.  One  after  another  her  distressing  symp- 
toms disappeared,  her  strength  increased,  also  her  flesh,  though  at  no 
time  was  she  emaciated.  She  was  under  observation  for  ten  months, 
and  when  she  left  her  sensations  were  practically  normal  over  her 
entire  body,  and  her  bodily  functions  had  assumed  their  normal  regu- 
larity, and  she  still  reports  herself  as  in  good  health. 

The  case  which  has  prompted  this  paper  is  one  of  extreme 
hysteria,  hyderia  major  as  it  is  called,  quite  common  in  some 
portions  of  Europe,  comparatively  rare  in  this  country. 

The  idea  so  common  in  the  popular  mind  that  hysteria  is  a  dis- 
ease void  of  danger  to  the  individual  affected,  and  the  freaks  of 
temper  this  class  of  patients  so  often  indulge  in  so  influence  the 
attention  given  these  sufferers  that  they  receive  little  thought  and 
often  the  most  tactless  management  possible,  hence  many  of  them 
go  to  form  that  large  army  of  ^'  shut-ins,"  many  of  whom  should 
be  useful  members  of  society. 

The  diagnosis  of  hysteria  is  usually  overlooked  in  the  less 
severe  cases,  and  frequently  jumped  at  in  the  more  aggravated 
forms,  and  the  object  of  the  study  prompted  by  the  case  reported 
is  to  show^  the  important  relation  this  disorder  may  have  to  the 
vital  functions,  and  to  consider  the  value  of  anaesthesia  as  a 
diagnostic  sign. 
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That  hysterical  disorders  may  be  serious  enough  to  prove  fatal 
has  been  stated  by  so  renowned  an  authority  as  Charcot,  and  I 
have  seen  the  globus  so  pronounced  and  persistent  that  I  am  sure 
the  patient  would  have  succumbed  to  inanition  but  for  rectal 
feeding.  I  have  also  seen  spasm  of  the  respiration  so  severe  as 
to  be  alarming,  and  death  has  been  known  to  occur  from  hyster- 
ical spasm  of  the  glottis.  The  heart  is  usually  not  influenced 
much  in  this  disorder,  but  in  the  case  reported  in  this  paper  it 
became  very  weak  and  beat  irregularly.  It  would  be  evident, 
also,  that  such  vomiting,  with  stoppage  of  the  bowels,  and  sup- 
pression of  urine,  as  occurred  in  the  case  reported,  could  not  last 
indefinitely. 

The  importance  of  anaesthesia  as  a  diagnostic  sign  in  hysteria 
does  not  rank  with  globus  or  hypercesthesia,  which  are  much  more 
frequently  encountered,  but  when  it  does  occur  it  is  of  marked 
importance,  and  should  be  looked  for  systematically,  and  espe- 
cially as  it  is  one  of  the  symptoms  seldom  complained  of  by  the 
patient,  for  the  patient  only  discovers  the  anaesthesia  by  accident. 

When  anaesthesia  occurs  in  hysteria  it  is  usually  after  a  pro- 
nounced hysterical  attack.  Its  distribution  and  depth  vary  much 
in  different  cases.  The  classical  varieties  of  distribution  are  : 
one-half  of  the  body,  hemianaesthesia,  the  lower  extremities,  par- 
anaesthesia,  and  isolated  spots  or  islets,  not  infrequently  following 
in  outline  the  shape  of  a  sock  or  mitten.  In  rare  instances  the 
whole  body  may  be  anaesthetic.  The  location  and  outline  of  the 
anaesthesias  do  not  follow  any  particular  nerve  distribution,  and 
are  apt  to  vary  from  time  to  time  in  the  same  subject.  In  this 
latter  particular  the  case  reported  was  somewhat  exceptional,  as 
it  also  was  in  the  manner  and  extent  of  its  distribution.  The 
depth  of  anaesthesia  may  involve  all  sensation,  including  the 
muscular  or  location  sense,  or  it  may  be  only  tactile  anaesthesia, 
to  which  may  be  added  analgesia,  thermo-anaesthesia,  and  the 
loss  of  the  muscular  sense,  making  it  complete. 

Ischaemia  is  usually  present,  and  was  in  the  case  reported,  but 
the  deep  puncture  with  a  good-sized  surgical  needle  was  followed 
by  bleeding,  and  ecchymosis  was  produced  by  a  slight  contu- 
sion. 

Paralysis  may  accompany  the  anaesthesia,  but  such  is  usually 
not  the  case,  muscular  weakness  only  being  present.  However, 
anaesthesia  frequently  accompanies  hysterical  paralysis,  and  when 
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it  does  the  anaesthetic  area  usually  corresponds  to  the  area  of 
paralysis. 

I  have  already  said  enough  to  fulfil  the  object  of  this  short 
paper,  and  time  will  not  permit  the  consideration  of  other  branches 
of  this  very  broad  subject. 


X.  What  is  Rodent  Ulcer? 
By  J.  A.  FORDYCE,  M.D., 

NEW  YORK    CITY. 

Although  a  hackneyed  subject,  it  may  be  worth  while  to 
briefly  refer  to  some  of  the  salient  features  of  rodent  ulcer  in 
view  of  the  fact  that  it  is  often  confounded  with  certain  late 
cutaneous  manifestations  of  syphilis  and  even  more  frequently 
with  lupus  vulgaris.  Before  the  days  of  more  exact  diagnosis  of 
cutaneous  maladies  it  is  not  surprising  that  the  observer  should 
mistake  one  of  these  affections  for  the  other,  as  they  have  certain 
common  features  in  that  they  all  give  rise  to  chronic  ulceration 
of  the  skin,  which  extends  in  a  peripheral  manner  and  may  heal 
in  one  part  of  the  involved  tissue  while  spreading  in  another. 
These  affections  are  then  roughly  alike  in  their  tendency  to  spread 
in  a  creeping  manner.  They  have,  however,  more  points  of 
difference  than  similarity. 

As  regards  lupus  and  syphilis,  the  exceedingly  slow  course  of 
the  one  and  the  rapidly  destructive  action  of  the  other  are  usually 
sufficiently  pronounced  to  enable  us  to  differentiate  them  without 
difficulty.  While  both  produce  scar  tissue,  that  of  lupus  is  gen- 
erally reinfected  with  the  tubercular  disease,  while  in  syphilis 
this  is  not  the  case.  The  syphilitic  process  is  more  prone  to 
ulcerate,  the  spreading  margin  being  elevated,  brownish-red,  and 
frequently  encrusted.  Lupus  ulcerates  less  frankly,  the  scar 
tissue  being  rather  the  result  of  degeneration  and  absorption  of 
the  granuloma  than  to  its  breaking  down  en  masse ;  its  margins 
are  less  elevated  and  the  primary  lupus  tubercle  can  generally 
be  made  out  by  pressing  the  blood  out  of  the  dilated  vessels  with 
the  diascope. 

It  is  especially  in  the  more  advanced  stages  of  rodent  ulcer 
that  mistakes  in  diagnosis  occur.     I  recall  in  one  of  the  recent 
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medical  journals  the  report  of  a  case  of  lupus  cured  by  Rontgen 
rays,  accompanied  by  an  illustration  which  was  a  typical  picture 
of  rodent  ulcer.  I  not  infrequently  have  patients  with  rodent 
ulcer  referred  to  my  clinic  with  the  mistaken  diagnosis  of  lupus. 

The  old  belief  that  most  of  the  chronic  ulcerative  lesions  about 
the  face  are  lupus  still  holds  with  many  practitioners,  and  this  is 
not  so  surprising  when  we  know  that  lupus  in  its  later  stages  is 
sometimes  the  seat  of  an  epithelioma,  just  as  old  syphilitic  tissue 
becomes  a  nidus  for  malignant  growths. 

The  age  at  which  rodent  ulcer  begins  leads  also  to  mistaken 
ideas  as  to  its  nature,  for  although  in  the  majority  of  cases  it 
makes  its  appearance  near  the  age  of  forty  it  not  infrequently 
begins  much  earlier  in  life.  I  am  at  present  treating  a  young 
man  in  whom  the  affection  appeared  on  the  nose  when  he  was  about 
thirty,  and  I  have  seen  it  in  much  younger  individuals.  Hutch- 
inson has  reported  an  instance  in  which  it  first  appeared  at  the 
age  of  fourteen.  Lupus  is  said  to  begin  at  or  about  the  age  of 
puberty,  and  while  this  holds  good  in  most  cases  it  is  not  inva- 
riably so,  and  we  cannot  exclude  this  form  of  cutaneous  tubercu- 
losis on  the  ground  of  age  alone.  Lupus,  syphilis,  and  rodent 
ulcer  have  certain  distinctive  features  which  enable  the  trained 
observer  to  readily  differentiate  them,  so  that  we  should  not  attach 
too  much  significance  to  the  age  of  the  patient,  the  duration  of 
the  affection,  nor  to  the  progressive  ulceration. 

The  comparatively  benign  character  of  rodent  ulcer  in  its 
earlier  years  is  too  often  misleading  to  both  the  patient  and  the 
physician,  holding  out  false  hopes  to  both  that  the  action  is  an 
innocent  one  or  one  that  can  be  readily  healed  by  local  applica- 
tions of  salves  or  mild  caustics. 

As  a  possible  aid  in  the  early  diagnosis  of  the  disease  in  ques- 
tion, I  desire  to  emphasize  some  of  the  prominent  clinical  features 
and  refer  briefly  to  its  histology. 

Superficial  Epithelioma.  One  of  the  most  frequent  forms 
in  which  cancer  of  the  skin  begins  is  as  a  small,  hard,  pearly- 
gray  nodule,  generally  found  on  the  upper  two-thirds  of  the  faces 
of  individuals  over  forty  years  of  age.  These  nodules  are  often 
multiple,  may  remain  for  years  with  little  or  no  change,  or  even 
disappear  spontaneously.  If  removed  during  their  primary  stage 
before  ulceration  begins  there  is  little  tendency  for  them  to  recur. 
After  a  time  one  or  more  of  these  small  growths  may  slowly 
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increase  in  size,  the  centre  at  the  same  time  sinking  in,  and 
eventually  becoming  fissured  or  excoriated  as  the  result  of  scratch- 
ing or  other  irritation. 

At  this  stage  the  new-growth  consists  of  a  superficial  ulcer 
covered  with  crusts  made  up  of  blood  and  secretion  from  the 
affected  surface,  surrounded  by  a  hard,  elevated,  waxy-looking 
margin.  The  central  ulceration  may  heal,  but  is  sure  to  recur, 
each  time  becoming  somewhat  larger,  but  seldom  involving  the 
deeper  tissues  ;  it  has  a  red,  granular  base,  secretes  but  little  pus, 
and  rarely  causes  pain.  The  floor  and  edges  of  the  ulcer  are 
easily  removed  by  the  curette,  consisting  of  soft,  friable  tissue 
extending  beneath  the  overlying  epidermis.  Instead  of  extend- 
ing in  a  regular  and  progressive  manner  the  ulceration  may  heal 
in  the  centre  while  spreading  at  the  margins,  or  one  side  may 
cicatrize,  resulting  in  gyrate  and  irregularly  outlined  ulcers  with 
new  foci  in  the  scar  tissue.  It  may  always  be  differentiated  from 
syphilitic  or  lupus  ulceration  by  the  presence  of  the  elevated 
waxy  or  pearly-gray  margin. 

The  progress  of  the  affection  is  excessively  slow,  lasting  ten, 
twenty,  or  even  forty  years  before  the  death  of  the  patient  from 
this  or  another  malady.  It  may  eventually,  however,  invade  the 
orbit,  destroy  the  greater  part  of  the  skin  of  the  face,  the  malar 
bones,  the  upper  jaw,  and  penetrate  the  skull,  causing  the  death 
of  the  patient  from  hemorrhage,  exhaustion,  or  the  involvement 
of  vital  organs. 

This  variety  of  malignant  growth,  which  so  often  has  its  primary 
seat  near  the  eye,  beginning  as  a  minute  pearly-gray  nodule  and 
spreading  in  a  slow  but  progressive  manner,  is  the  so-called  rodent 
or  Jacobus  ulcer,  regarding  the  nature  of  which  there  has  been  so 
much  discussion  and  divergence  of  opinion.  It  seldom  or  never 
invades  the  lymph  nodes,  does  not  produce  metastasis,  or  give 
rise  to  cachexia.  It  was  looked  upon  by  the  older  writers,  as 
Brodie  and  Paget,  as  a  disease  distinct  from  cancer,  and  some 
modern  authors  even  now  deny  its  cancerous  nature.  Probably 
several  varieties  of  superficial  skin  cancer  during  their  course  may 
assume  the  appearances  described,  so  that  the  name  if  retained 
should  be  used  rather  in  its  clinical  signification  than  to  indicate 
a  distinct  species  of  epithelial  new  growth.  Unna,  on  the  other 
hand,  opposes  the  view  that  every  flat  superficial  cancerous  ulcer 
should  be  called  rodent  ulcer.     He  believes  the  latter  affection 
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has  certain  definite  clinical  as  well  as  histological  features  which 
are  characteristic,  and  should  not  be  confused  with  other  varieties 
of  cancer. 

In  addition  to  the  early  lesion  in  the  form  described  epitheliomas 
about  the  face  may  begin  as  brownish-red  tubercles,  hemispherical 
in  outline,  quite  smooth,  and  of  medium  consistency.  When 
first  observed  they  are  smaller  than  a  split  pea,  slightly  elevated, 
and  may  reach  the  diameter  of  half  an  inch  before  breaking  do^^-n. 
These  small  tubercles  are  readily  scraped  away  with  the  dermal 
curette,  and  apparently  show  little  tendency  to  recur.  They  are 
seen  about  the  ala  of  the  nose,  the  eyelid,  and  forehead.  Sections 
of  such  growths  under  the  microscope  are  found  to  contain  pro- 
liferating bands,  tubular  processes,  and  acinus-shaped  masses  of 
small  epithelial  cells  which  correspond  to  those  in  the  basal  layer 
of  the  epidermis. 

If  undisturbed  these  nodules  grow  slowly  for  a  number  of 
years,  then  under  the  stimulus  of  some  irritant  increase  more 
rapidly  in  size,  finally  resulting  in  open  ulcers.  In  their  earlier 
stages  they  are  more  sharply  circumscribed  than  the  pearly-gray 
nodules  previously  described,  and  show  less  tendency  to  recur. 
Their  cell  growth  excites  less  reaction  in  the  derma,  and  the  con- 
nective tissue  changes  are  less  pronounced. 

The  most  prominent  characteristics  of  rodent  ulcer  are  its  long 
duration  as  an  apparently  insignificant  skin  affection,  the  gradual 
development  of  a  slowly  spreading  ulceration  which  often  is  very 
superficial  and  attended  by  little  discharge.  The  margin  of  the 
ulcer  which  is  surrounded  by  the  rolled  mother-of-pearl  border 
in  the  early  stages  may  lose  this  distinctive  feature  in  the  more 
advanced  period  of  its  growth.  Here  and  there,  however,  nodules 
or  segments  of  the  hard,  smooth,  ridge-like  margin  may  be  pre- 
served. Unlike  many  cancers  where  the  new  growth  is  in  excess, 
in  this  type  the  ulceration  keeps  pace  with  or  exceeds  the  newly- 
formed  tissue,  thus  justifying  the  clinical  name  with  which  it  has 
so  long  been  identified. 

While  possessing  little  power  to  infect  the  general  system,  this 
type  of  skin  cancer  when  well  established  shows  a  remarkable 
tendency  to  recur  after  removal,  whether  the  interference  be  by 
surgical  or  the  so-called  dermatological  methods.  The  results  ob- 
tained by  the  use  of  the  curette  and  suitable  caustics  seem  to  be  fully 
as  permanent  and  produce  less  deformity  than  excision  by  the  knife. 
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The  histological  study  of  cancer  has  been  largely  based  upon 
the  infecting  quality  of  its  epithelial  cell  growth,  and  the 
numerous  influences  which  stimulate  it  to  grow  or  diminish  the 
resisting  power  of  tlie  underlying  or  adjacent  tissue  have  been 
made  the  subjects  of  careful  research. 

A  distinction  of  some  clinical  as  well  as  pathological  importance 
is  that  which  separates  these  new-growths  of  epithelium  into  two 
groups,  in  one  of  which  the  cells  are  chiefly  of  the  squamous 
variety  ;  in  the  other  the  small  or  columnar  type  of  cell.  As  a 
rule,  the  squamous-celled  epithelioma  is  found  about  the  muco- 
cutaneous orifices,  more  readily  involves  the  lymph  nodes,  and 
is  more  malignant  than  the  small-celled  variety  of  the  disease. 
The  relative  malignancy  of  these  two  types  of  growths  is,  perhaps, 
not  so  sharply  drawn  as  at  one  time  supposed.  Squamous-celled 
epitheliomas  are  seen  at  a  distance  from  the  orifices,  which  last 
for  ten  years  without  invading  the  lymph  nodes,  and  exceptionally 
the  rodent  ulcer  type  of  growth  is  met  with  in  w^hich  the  com- 
municating lymph  nodes  are  involved. 

We  are  as  yet  ignorant  of  the  factors  which  render  rodent  ulcer 
a  relatively  benign  affection,  and  the  squamous-celled  epithelioma 
a  more  malignant  growth.  The  superficial  seat  of  rodent  ulcer, 
together  with  the  early  occurrence  of  ulceration,  are  supposed  by 
some  writers  to  prevent  the  absorption  of  the  cells  by  the  lymph 
vessels.  The  resisting  power  of  the  connective  tissue  which  in 
rodent  ulcer  early  assumes  a  structure  like  that  met  with  in  scir- 
rhous cancer  is  looked  upon  by  Uuna  as  an  important  factor  in 
determining  the  clinical  course  of  the  affection. 

Although  the  new-growth  of  epithelium  which  we  see  in  rodent 
ulcer  is  always  made  up  of  small  cells  which  correspond  to  those 
in  the  basal  layer  of  the  epidermis  or  the  outer  root  sheath  of  the 
hair  follicle,  it  is  probable  that  there  are  a  number  of  other 
clinical  varieties  of  small-celled  skin  cancers  which  are  not  iden- 
tical, at  least  clinically,  with  rodent  ulcer. 

In  the  squamous-celled  or  lobulated  epithelioma  the  type  of 
which  is  found  in  the  lip,  an  outgrowth  of  surface  epithelium 
takes  place  in  which  the  cells  undergo  an  evolution  from  the 
periphery  to  the  centre,  similar  to  the  physiological  changes  met 
with  in  the  normal  epidermis.  In  these  epithelial  pegs,  or  in 
detached  masses  of  cells,  the  outermost  layer  corresponds  to  the 
basal    layer  of  the  epidermis,  which  successively  produces  the 
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^jalpighian  and  horny  layers  of  cells.  The  centrally  located 
mass  of  cells  may  undergo  partial  or  complete  conversion  into 
horny  tissue  or  into  a  hyaline  mass.  It  is  to  these  concentric 
cell  groups  that  the  term  epithelial  ^^  pearls/^  ^^  globes/'  or 
^'  bird's-nest  bodies''  has  been  given. 

As  long  as  the  surrounding  basal  layer  is  preserved  intact,  and 
the  changes  in  the  cells  take  place  in  an  orderly  and  more  or  less 
physiological  manner,  there  is  less  tendency  to  deep  infiltration 
and  general  infection,  and  as  a  consequence  we  have  a  less  malig- 
nant type  of  growth.  On  the  other  hand,  we  find  in  the  deep  infil- 
trating carcinomas  an  absence  of  the  basal  layer  about  the  growing 
epithelium,  a  more  active  cell  growth  which  has  no  tendency  to 
self -limitation  and  leads  to  incomplete  and  disorderly  cornification. 

In  the  early  stages  of  carcinoma  of  the  lip,  before  the  deeper 
structures  are  invaded,  epidermic  ^^  globes"  predominate  and  the 
tumor  may  be  for  a  time  spontaneously  arrested.  Carcinoma  of 
the  tongue  shows  little  or  no  tendency  to  limit  itself,  and  we  find 
from  a  very  early  period  an  absence  of  the  protective  layer,  a 
loose  attachment  of  the  epithelial  cells,  and  no  tendency  to  the 
orderly  changes  which  normally  occur.  It  is  to  this  class  of 
growths  that  Fabre-Domergue  gives  the  name  carcinoma  in  con- 
tradistinction to  epithelioma  where  there  is  a  more  orderly  suc- 
cession of  changes  in  cell  evolution  from  the  periphery  to  the 
centre,  and  where  the  islets  or  groups  of  cells  are  still  surrounded 
by  a  basal  *layer.  Carcinomas  of  the  surface  epithelium,  accord- 
ing to  this  author's  classification,  may  develop  in  the  direction  of 
the  adult  type  of  cell,  giving  rise  to  cornification  of  individual 
cells  or  rudimentary  epidermic  ^^  globes,"  between  which  type 
and  the  true  epitheliomas  there  are  many  transitional  forms. 
They  may  furthermore  assume  the  embryonic  type  of  growth  and 
simulate  so  closely  glandular  carcinomas  that  it  is  not  always 
possible  to  differentiate  them  by  their  histological  structure.  In 
carcinomas  of  the  adult,  as  well  as  the  embryonic  type  of  cell, 
there  is  the  same  tendency  to  general  cell  activity  throughout  the 
growth,  a  non-continuity  or  absence  of  the  basal  layer,  and  con- 
sequently in  both  the  same  tendency  to  deep  infiltration  and  gen- 
eral infection.  The  clinical  gravity  of  the  tumor  depends, 
therefore,  on  its  structure  rather  than  on  its  location. 

The  embryonic  epithelioma  (Fabre-Domergue),  the  tubular 
epithelioma  of  Cornil  and  Ranvier,  and  the  small  or  columnar- 
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celled  epithelioma  correspond  in  all  essential  points,  and  are 
identical  in  structure  with  rodent  ulcer  in  its  earlier  stages.  It 
originates  from  the  lowermost  layer  of  the  rete  Malpighii  or  outer 
root  sheath,  and  preserves  with  rare  exceptions  its  embryonic  cell 
structure  throughout  its  entire  course.  The  new  growth  of  epi- 
thelium develops  in  the  form  of  cylindrical  processes  throughout 
the  lymph  spaces  of  the  derma.  It  is  preceded  by  a  dense  mass 
of  mononucleated  leucocytes  (plasma  cells,  Unna).  The  connec- 
tive tissue  between  the  growing  epithelium  becomes  thickened 
and  sclerotic  and  probably  limits  the  downgrowth  of  the  cylin- 
drical processes  which  may  later  assume  thin  elongated  shapes, 
owing  to  the  great  resistance  which  they  encounter.  The  tubular 
processes  of  young  epithelium  are  surrounded  in  their  earlier 
stages  by  a  layer  of  cells  which  correspond  to  the  basal  cells  of 
the  epidermis.  As  the  affection  spreads  it  is  more  difficult  to 
identify  the  layer,  and  it  finally  disappears.  The  loss  of  this 
protective  layer  is  probably  one  reason  for  the  more  rapid  exten- 
sion of  the  growth  in  its  later  stages.  Unna,  however,  attaches 
more  importance  to  the  connective  tissue  resistance  which  seems 
to  be  lessened  in  long-standing  rodent  ulcers  and  loses  its  scirrhous- 
like  character.  At  the  same  time  the  epithelial  growth  changes 
from  narrow  styloid-shaped  bands  to  broader  ones,  and  the 
individual  cells  show  less  evidence  of  compression. 

No  good  reason  has  as  yet  been  advanced  why  the  lymph  nodes 
are  not  involved  in  rodent  ulcer  unless  it  is  owing  to  the  greater 
resistance  interposed  by  the  connective  tissue.  That  they  may 
exceptionally  become  infected  was  shown  in  a  case  which  recently 
came  under  the  observ-ation  of  the  writer.  A  patient,  aged  sixty 
years,  presented  a  typical  rodent  ulcer  of  ten  years'  duration  on 
the  side  of  the  nose,  extending  to  the  inner  canthus.  He  had  at 
the  same  time  an  epithelioma  with  identical  clinical  features 
behind  the  ear,  which  had  been  subjected  to  an  imperfect  opera- 
tion and  had  resulted  in  a  relapse  in  the  scar  tissue.  The  lymph 
node  ov^er  the  mastoid  process  was  enlarged,  and  after  excision 
was  found  to  be  invaded  by  typical  cylindrical  processes  of  epi- 
thelium which  could  not  be  distinguished  from  those  in  the  derma. 

The  exceptional  situation  of  the  epithelioma  in  this  case  where 
the  integument  is  thin  and  the  relapsing  growth  was  subjected  to 
pressure  against  the  underlying  bone  was  probably  the  factor 
which  determined  the  invasion  of  the  lymph  node  in  the  imme- 
diate proximity. 
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XI.    Leprosy  in  the  Hawaiian  Islands.^ 
By   CHARLES   EDMOND   DAVIS,  M.D., 

ALBANY, 
LATE  MAJOR  AND  SURGEON,  FIRST  REGIMENT,   NEW  YORK  VOLUNTEEB  INFANTRY. 

On  September  30,  1898,  through  the  courtesy  of  the  Hon.  W. 
O.  Smith,  Attorney-General  and  President  of  the  Board  of  Health, 
the  writer  was  one  of  a  party  of  twenty-one  who  accompanied  the 
Annexation  Commission,  composed  of  Senator  Cullom  and  Con- 
gressman Hitt,  to  visit  and  inspect  the  lepers  on  the  island  of 
Molokai.  Semi-annual  trips  are  made  to  this  island  by  members 
of  the  Board  of  Health  on  tours  of  inspection,  but  this  was  a 
special  occasion  for  the  purpose  of  allowing  the  Commission  to 
see  for  themselves  the  island  of  Molokai,  which  is  a  part  of  the 
United  States  and,  in  a  way,  one  of  the  most  interesting  of  our 
possessions.  The  steamer  ^^  Mikahali,'^  which  had  been  chartered, 
left  the  pier  of  the  International  Steamship  Company  at  ten  o'clock 
in  the  evening.  The  sea  was  as  calm  as  a  mill-pond,  and  no  in- 
convenience was  felt  from  sea-sickness.  From  Honolulu  to  the 
first  settlement  is  fifty  miles,  and  our  speed  was  regulated  to  get 
us  there  at  sunrise.  Looking  over  the  rail  we  saw  an  immense 
perpendicular  wall  of  solid  rock  towering  two  thousand  feet  above 
us.  It  rose  abruptly  from  the  sea  and  fenced  off  all  communica- 
tion with  the  world  beyond,  and,  as  we  proceeded,  the  cliff  in- 
creased in  height  until  it  ended  in  the  ocean  again  to  the  north  as 
abruptly  as  it  had  started,  over  three  thousand  feet  in  height. 
Oar  Palisades  on  the  Hudson  are  mere  hills  in  comparison  to 
those  of  Molokai.  In  the  distance  we  could  see  Kalaupapa,  which 
looks  like  a  prosperous  town,  on  the  sea  coast.  The  nearer  we 
approached  the  more  metropolitan  looked  our  little  village.  We 
climbed  down  the  side  of  the  steamer  into  yawls  and  were  rowed 
to  the  landing  by  sturdy  Kanaka  sailor  men.  The  keel  grates 
on  a  bed  of  lava,  and  we  step  out  on  to  a  natural  dock  formed  by 
an  arm  of  burned  rock.  At  times  the  surf  here  is  fifty  and  sixty 
feet  high,  and  landing  becomes  extremely  dangerous. 

We  are  now  in  the  village  of  Kalaupapa,  one  of  the  two  leper 
colonies  on  the  island.     On  an  arch  over  the  landing-place  is  a 

1  The  illustrations  were  Kindly  loaned  by  the  Albany  Medical  Annals. 
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large  sigu  bearing  the  words  ^^ Aloha,"  which  is  the  Hawaiian 
word  for  ^^  Welcome,"  and  as  we  are  the  first  visitors  there 
in  six  months  we  know  that  the  ^^Aloha"  was  genuine.  On 
approaching  the  village  square  a  large  flag-pole  came  into  view, 
and  from  its  peak  floated  '^  Old  Glory."  A  band  composed  of 
lepers  greeted  us  with  the  '^Star  Spangled  Banner,''  and  after 
the  bustle  of  landing  had  abated  we  were  escorted  to  the  ^^  guest 
house"  in  the  heart  of  the  village.  As  we  entered  the  enclosure 
and  seated  ourselves  on  the  porch  it  seemed  as  if  the  entire  popu- 
lation must  be  crowded  about  the  neighboring  fences  and  porches. 
Here  we  were  safe  from  contact  with  the  lepers,  as  none  of  them 
are  ever  permitted  to  enter  the  guest  house.  The  Chief  of  Police, 
wearing  a  great  oval  badge,  was  selected  by  Judge  Smith  as  escort, 
and  after  half  an  hour  spent  in  laying  out  our  programme,  during 
which  time  the  business  of  the  Health  Commission  was  completed, 
we  started  to  inspect  the  town.  The  site  is  probably  one  of  the 
most  suitable  which  could  have  been  chosen  for  the  purpose.  It 
is  surrounded  on  the  north,  east,  and  west  by  the  sea,  and  the 
base,  or  south  side,  is  situated  beneath  a  precipice  from  one  thou- 
sand to  three  thousand  feet  high,  which  discourages  communica- 
tion with  the  rest  of  the  island.  Near  the  centre  of  this  tongue 
of  land  is  the  extinct  crater  of  Kahukoo,  four  thousand  feet  above 
the  sea-level.  The  plain  has  an  area  of  eight  square  miles,  and  its 
breadth  at  the  base  is  two  and  three-fourths  miles,  at  the  centre 
two  and  a  half  miles,  and  northward  about  one  mile.  The  soil  is 
composed  of  lava  rock,  disintegrated  lava,  and  ocean  sand,  and, 
like  most  soils  of  volcanic  origin,  is  very  fertile. 

The  first  settlement  was  at  Kalawao,  on  the  eastern  side  of  the 
island.  It  lies  close  in  to  the  mountains  and  is  much  exposed  to 
the  trade-winds.  Kalaupapa,  the  larger  settlement,  is  situated 
on  the  plain  to  the  westward,  and  is  protected  by  the  crater  of 
Kahukoo.  The  shore  on  the  eastward  is  difficult  of  access.  No 
trees  originally  grew  on  the  plain,  and  only  coarse  grass  on  the 
Kalaupapa  side.  A  bold  and  rugged  mountain  range,  which 
shuts  off  the  settlement  on  the  island  side,  is  continued  east  and 
west  the  whole  length  of  the  island,  reaching  toward  the  eastward 
an  elevation  of  two  or  three  thousand  feet.  Adjoining  are  the 
valleys  of  Waikolu  and  Waiihaau.  Water  is  supplied  from  the 
Waikolu  valley,  storage  reservoirs  being  placed  at  different  points 
as  a  reserve  in  case  of  accident  to  the  main  supply.     The  site  was 
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chosen  in  1865  and  the  settlement  opened  the  following  year. 
Here  the  hospital  and  home  for  lepers  were  first  erected.  When 
the  settlement  was  first  opened  much  difficulty  was  experienced 
from  persons  who  owned  parcels  of  land  and  who  were  called 
^*  Kaimainas/'  or  '^old  settlers/'  their  influence  being  detri- 
mental to  the  discipline  of  the  place.  Communication  with  other 
parts  of  the  island  was  maintained  by  climbing  the  trail  at  the 
rear  of  the  settlement.  Molokai  is  probably  the  most  complete 
settlement  of  its  kind  in  the  world.  It  has  stores,  markets,  dis- 
pensaries, and  cottages  for  the  leper  residents.  The  majority  of 
the  lepers  live  in  cottages,  and  in  the  settlement  there  is  a  total 
number  of  seven  hundred  and  sixteen  buildings. 

The  lepers  are  supplied  with  liberal  monthly  rations  by  the 
government :  Beef,  7  pounds  ;  salmon,  5  pounds  ;  fresh  fish,  7 
pounds;  'pai  ai,  one  bundle  of  21  pounds  net,  a  native  food  pre- 
pared from  colocasia  esGulenta,  and  often  called  '  ^  poi ; ' '  rice,  9 
pounds,  with  one  pound  of  sugar;  bread,  8  pounds,  with  one 
pound  of  sugar;  and  flour,  12  pounds,  with  one  pound  of  sugar. 
Monthly  rations  of  soap,  matches,  and  kerosene  oil  are  also  issued. 
Everyone  outside  the  home  receives  a  clothes'  ration  order,  to  the 
value  of  five  dollars  every  six  months,  on  the  first  of  January  and 
July.  Many  of  the  lepers  have  friends  who  supply  them  with 
clothes  and  money.  The  Bishop  Home,  for  leprous  girls,  and  the 
Baldwin  Home,  for  leprous  boys,  draw  their  supplies  directly 
through  the  Board  of  Health.  The  cost  of  the  settlement  for 
segregation  and  transportation  of  lepers  and  the  maintenance  of 
the  receiving  station  at  Kahili  is  about  $90,000  per  annum. 

Our  first  visit  was  to  a  group  of  buildings  that  comprise  the 
Girls'  Home.  It  is  in  charge  of  Sisters  of  Charity,  who  came  to 
this  place  from  Syracuse,  N.  Y.,  and  who  will  remain  here  until 
death  takes  them  to  their  reward.  Many  of  the  people  seen  about 
the  streets  have  no  visible  evidence  of  the  disease,  but  as  we  enter 
the  houses  of  the  Girls'  Home  we  are  brought  into  the  presence  of 
the  most  hideous  beings  ever  seen.  One  hundred  and  thirty-nine 
women  and  children  are  numbered  in  this  institution.  As  one 
enters,  all  who  are  able  try  to  hide,  being  ashamed  of  their  con- 
dition. Their  ages  range  from  five  to  fifty  years.  On  every 
hand  are  seen  ravages  of  the  disease.  Squatted  on  the  floor  was 
an  old  woman,  and  we  estimated  her  age  to  be  about  seventy 
years,  but  the  Mother  Superior,  who  escorted  us,  told  us  that  she 
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was  but  thirty  on  her  last  birthday.  Not  a  finger  remained  on 
either  hand,  and  her  face  was  covered  with  nodules  and  ulcers, 
from  which  pus  could  be  seen  oozing  constantly.  The  skin  was 
not  hard,  but  puffed  and  congested.  The  lobes  of  the  ears  were 
greatly  elongated  and  frequently  had  to  be  cut  off  for  the  comfort 
and  convenience  of  the  patient.  An  especially  pathetic  sight  Avas 
a  little  Swedish  girl,  about  twelve  years  of  age,  who  was  sent  to 
the  Home  six  months  before,  upon  whom  the  disease  of  leprosy 
was  not  perceptible.  She  was  questioned  about  her  ancestors, 
but  all  the  information  she  would  give  was  that  she  was  happy 
and  experienced  no  pain.  She  was  especially  noticeable  from  the 
fact  that  she  was  white. 

We  inspected  the  two  tanked  bath-houses  and  the  mess-hall, 
with  its  long  tables;  then  we  went  to  the  girls'  room,  where  the 
good  Sisters  teach  inmates  to  operate  the  New  Home  machines 
and  make  all  the  clothing  for  the  colony  ;  from  there  we  pro- 
ceeded to  the  school,  where  daily  the  young  are  taught,  and 
graduated  only  after  they  have  acquired  a  good  English  educa- 
tion; finally  we  visited  the  chapel,  where  we  were  greeted  by  an 
anthem  by  a  choir  of  lepers,  accompanied  by  a  young  girl  on  a 
cottage  organ.  Despite  the  sweetness  of  their  voices,  there  was 
something  that  conveyed  the  impression  that  sadness  and  despair 
predominated.  After  our  visit  to  the  Home  we  proceeded  to  the 
entrance  gates,  and  were  met  by  a  cavalcade  of  lepers  leading 
extra  ponies.  These  ponies  were  turned  over  to  our  use,  and, 
after  adjusting  ourselves  in  the  saddle,  headed  by  an  escort  of 
lepers  we  started  on  the  ride  to  Kalawao,  the  oldest  settlement, 
two  and  a  half  miles  away.  The  road  from  Kalaupapa  to  Kala- 
wao is  practically  a  lava  bed,  rounded  off,  straight,  and  well  kept. 
On  either  side  we  passed  the  cottages  of  the  colonists,  and  were  it 
not  for  the  horrible  faces  along  the  road  one  would  imagine  him- 
self in  a  picturesque  village  of  the  sub-tropics. 

We  ascended  a  little  knoll  and  halted  at  the  top.  An  old  man, 
an  Englishman,  was  sitting  on  the  porch.  Judge  Smith  greeted 
him  with  a  ^^good  morning"  and  introduced  Congressman  Hitt 
and  several  others.  After  telling  our  Senator  and  Congressman 
that  he  had  often  heard  of  them,  he  plied  question  after  question 
about  the  annexation  of  the  islands,  whether  it  was  a  war  measure, 
etc. ,  which  showed  him  to  be  well  read  in  politics.  After  answer- 
ing the  questions,  Mr.  Hitt  asked  him  if  there  was  anything  he 
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could  do  for  him.  The  old  man  replied  ^^  Yes;  send  me  a  boat- 
load of  American  flags,  and  make  every  one  six  yards  long/' 
Here,  in  this  leper  colony,  where  none  enter  but  to  stay  till 
death.  Old  Glory  is  in  demand,  and  by  an  Englishman  at  that ! 
Had  the  old  man  stood  behind  a  screen  while  talking  he  would 
certainly  have  been  taken  for  some  old  sage,  interested  in  the 
welfare  of  his  country;  but  as  it  was  he  stood  there  before  us 
with  fingerless  hands,  bloodshot  eyes,  and,  in  all,  a  sight  repulsive 
to  look  upon.  He  was  visibly  pleased  with  our  visit  and  bade  us 
come  again. 

Our  little  cavalcade  started  away  at  a  gallop,  and  soon  we  saw 
before  us,  in  a  little  valley,  the  village  of  Kalawao,  the  older  of 
the  two  leper  settlements  on  the  island.  Judging  from  the  crowd 
that  filled  the  road  in  front  of  the  church  the  word  that  our  party 
had  arrived  must  have  reached  the  ears  of  the  colonists.  A  crowd 
of  fully  five  hundred  was  there  to  greet  us.  Our  guide  conducted 
us  into  an  enclosure,  and,  dismounting,  we  turned  our  horses  over 
to  the  lepers,  who  seemed  anxious  to  serve  us.  We  were  then 
introduced  to  Brother  Joseph  Dutton,  Superintendent  of  the 
Baldwin  Home  for  boys.  The  institution  is  the  gift  of  Mr.  H. 
P.  Baldwin,  the  ^^  Sugar  King''  of  the  Hawaiian  Islands,  a  man 
whose  philanthropic  deeds  have  made  him  beloved  by  all  the 
natives.  We  were  invited  to  inspect  the  Home,  and  did  so 
under  the  escort  of  the  devoted  Brother. 

The  cases  of  leprosy  seen  at  Kalawao  are  far  worse  than  those 
at  Kalaupapa.  It  was  difficult  to  realize  that  some  of  the  lepers 
were  human  beings,  so  greatly  were  they  disfigured  by  the  ravages 
of  the  disease.  The  institutions  at  the  Baldwin  Home  were  about 
the  same  as  those  found  at  the  girls'  home  at  Kalaupapa.  There 
were  the  school-house,  the  workhouse,  the  mess-hall,  dispensary, 
and  hospital.  At  the  latter  place  several  lepers  were  confined, 
the  worst  cases  on  the  island.  In  the  hospital  were  three  or  four 
patients  in  bed,  all  in  such  advanced  stages  of  leprosy  as  to  insure 
them  an  early,  and  what  must  be  to  them  a  welcome,  death.  We 
were  all  glad  when  we  had  completed  the  rounds  and  repaired  to 
the  little  church  across  the  way,  where  we  were  greeted  by  Father 
Pamphile,  a  brother  of  the  late  Father  Damien.  To  the  memory 
of  the  latter  is  erected  a  granite  monument,  telling  by  its  inscrip- 
tion of  the  many  good  deeds  of  this  ^ ^Apostle  of  the  Lepers." 

Father  Pamphile  gave  us  a  warm  welcome.     There  are  three 
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other  Brothers  in  Kalawao.  There  is  something  romantic  in  con- 
nection with  Brother  Joseph  Button.  He  presented  himself  as  a 
caretaker  of  the  lepers,  and  only  by  considerable  persuasion  would 
he  agree  to  accept  the  small  sum  of  twenty  dollars  a  month.  He 
is  a  native  of  Michigan,  and  refused  to  say  anything  about  his 
past  life.  As  yet  he  has  not  contracted  the  disease,  but  in  time 
he  will.  Seeing  the  disease  in  its  several  stages  as  he  does  every 
day  he  must  have  a  stout  heart  to  remain  there,  knowing  that 
sometime  he  himself  will  be  stricken.  \ye  mounted  our  ponies, 
and  accompanied  by  a  large  crowd  of  lepers,  also  mounted,  the 
return  trip  was  begun.  Our  guide  conducted  us  off  the  road,  up 
a  steep  bridle-path,  and  halted  on  the  edge  of  a  huge  crater.  We 
saw  a  volcano,  the  bottom  of  which  was  filled  with  bright,  green 
water.  This  great,  bowl-like  cavity  is  called  the  ^'  Bottomless 
Pit.''  We  drove  our  sure-footed  ponies  about  a  quarter  way 
around  the  ^'  Pit,''  finally  striking  off  on  a  trail  which  brought 
us  to  the  ^^  guest  house"  again,  where,  shortly  after,  dinner  was 
announced.  It  took  considerable  nerve  to  eat  anything  in  that 
place,  but  after  we  had  made  a  beginning  we  did  that  chicken 
dinner  full  justice.  A  quartet  of  lepers  rendered  selection  after 
selection  in  native  Hawaiian.  Interspersed  with  the  singing  the 
native  band  played  many  familiar  airs,  including  ^^Auld  Lang 
Syne"  and  ^^  Home,  Sweet  Home." 

As  we  left  the  guest  house  we  were  confronted  by  the  entire 
population  who  were  able  to  get  out,  and  who  looked  expectantly 
into  our  faces  as  we  approached.  Senator  Cullom  and  Congress- 
man Hitt  addressed  the  lepers,  assuring  them  that  they  would 
have  the  same  care  and  attention  as  the  oldest  citizen  of  the 
United  States.  At  the  conclusion  we  returned  to  the  landing 
and  were  rowed  back  to  the  ship,  with  the  strains  of  the  ^^  Star 
Spangled  Banner"  floating  out  to  us  from  the  band  on  the  dock. 
One  of  the  first  thino^s  that  strikes  the  visitor  is  the  lack  of  classi- 
fication  of  the  patients.  The  management  does  not  seem  to  make 
any  effort  to  keep  the  most  severe  cases  separated  from  those  that 
show  very  little  signs  of  the  disease.  A  leper  of  five  years  will 
be  thrown  into  contact  with  a  patient  who  has  been  stricken  only 
a  few  months,  as  in  the  case  of  the  little  Swedish  girl.  It  would 
appear  that  when  a  patient  is  pronounced  a  leper  he  must  go  to 
Molokai  to  die.  There  is  practically  no  treatment,  except  as  parts 
of  the  face,  hands,  or  feet  become  ulcerated.     There  seems  no  good 
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reason  why  greater  cleanliness  should  not  be  enforced,  with  some 
classification  and  attempt  at  treatment  of  the  mildest  cases. 

Leprosy,  although  an  ancient  disease,  having  survived  all 
attempts  at  extermination  through  many  centuries,  is  to  us  in 
the  United  States  comparatively  new,  and  a  disease  which  must 
now  receive  that  careful  study  necessary  to  end  for  all  time  its 
ravao-es  among  the  human  race.  The  disease  exists  in  China, 
Japan,  India,  the  Philippine  Islands,  Siam,  Africa,  Egypt, 
Borneo,  Turkey,  Palestine,  Spain,  Portugal,  France,  Norway, 
Eussia,  Iceland,  the  West  Indies,  Central  and  South  America, 
Mexico,  Australia,  and  the  United  States.  Norway  is  the  centre 
of  affection  in  Europe  at  present  and  Brunswick  in  Canada. 
Louisiana,  Key  West,  the  Scandinavian  Colonies  in  Minnesota, 
Iowa,  Wisconsin,  California,  Oregon,  Texas,  Utah,  South  Caro- 
lina, and  New  York  also  have  a  few  cases.  From  these  facts  one 
might  properly  say  that  every  country  and  every  cosmopolitan 
centre  has  its  lepers  to-day. 

The  origin  of  this  disease  is  unknown.  While  it  has  always 
existed  in  certain  countries,  its  history  has  shown  periods  of  in- 
crease and  decrease,  its  rise  and  decline  always  corresponding  to 
the  number  of  imported  cases,  the  hygienic  and  social  condition 
of  the  people,  and  the  carefulness  with  which  those  affected  are 
segregated.  In  the  eighth  and  twelfth  centuries  epidemics  of  the 
disease  prevailed  in  Europe,  but  in  the  fifteenth  century  it  began 
to  decline,  and  by  the  end  of  the  seventeenth  century  was  endemic. 
As  will  be  seen  by  the  table  here  presented  that  leprosy  is  again  on 
the  increase,  or  it  has  at  least  begun  to  show  signs  of  wide-spread 
extension,  by  the  invasion  of  new  territory,  within  the  present 
century.  In  the  Hawaiian  Islands  the  origin  seems  to  be  as 
obscure  as  elsewhere.  The  fact  that  leprosy  has  existed  for  all" 
time  among  the  Polynesian  race  and  that  the  Hawaiians  are  de- 
scendants of  the  Mabian  branch,  who  inhabit  the  islands  lying  to 
the  south  and  west,  goes  far  to  disprove  the  theory  that  it  was 
brought  to  the  island  by  sailors  in  the  days  of  whaling  ships.  In 
Java  and  other  islands  of  the  archipelago  leprosy  existed  before 
the  sailors  had  a  chance  to  disseminate  it.  There  are  records  of 
intercommunication  of  the  Hawaiians  with  the  Chinese  as  early  as 
1778  and  with  natives  of  other  islands  as  early  as  the  thirteenth 
century,  when  leprosy  was  so  prevalent  in  Europe.  In  1798  the 
North  Pacific  whaling  fleet  began  to  visit  the  Sandwich  Islands, 
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making  Lahaina  oq  Maui,  and  Honolulu  in  Oahu,  tbeir  principal 
port  of  call,  and  it  is  claimed  that  leprosy  was  brought  by  the 
mixed  crews  of  Negroes,  Portugese,  and  Chinese. 

In  a  report  made  to  the  Hawaiian  Board  of  Health  in  188G  by 
Dr.  Arthur  Moritz,  the  physician  in  charge  of  the  leper  settle- 
ment on  Molokai,  it  is  stated  that  the  Rev.  Charles  S.  Steward, 
one  of  the  early  missionaries  in  Honolulu,  who  came  to  the  island 
in  1823,  recorded  the  following  in  his  diary  a  few  weeks  after  his 
arrival: 

'^  Not  to  mention  the  frequent  and  hideous  marks  of  a  scourge 
which,  more  clearly  than  any  other,  proclaims  the  curse  of  a  God 
of  purity,  it  annually  consigns  hundreds  of  these  people  to  the 
tomb  and  converts  thousands  while  living  into  walking  sepul- 
chres.'' The  inhabitants  generally  are  subject  to  many  disorders 
of  the  skin,  and  the  majority  are  afflicted  with  eruptions  and  sores, 
many  of  these  people  being  as  unsightly  as  lepers.  The  same 
observer  notes  :  ^^  Indeed,  we  seldom  walk  out  but  we  meet  those 
whose  misery  and  disease  is  so  appalling  and  some  so  remediless 
and  disgusting  that  we  are  compelled  to  close  our  eyes  against  a 
sight  that  fills  us  with  horror.''  Cases  of  ophthalmia,  scrofula, 
and  elephantiasis  are  very  common. 

One  missionary  states  that  the  first  case  of  leprosy  he  saw  in 
the  Hawaiian  group  was  on  the  island  of  Maui,  in  the  year  1833, 
and  that  he  heard  several  years  before  that  a  chieftess  in  Lahaina, 
on  the  same  island,  was  affected  w^ith  the  disease.  Dr.  Alonzo 
Chapins  wrote  as  follows  in  the  American  Journal  of  the  Medical 
Sciences  of  1838  :  "  Foul  ulcers  of  many  years'  standing,  visages 
horribly  deformed,  eyes  rendered  blind,  noses  entirely  destroyed, 
mouths  drawn  aside  from  their  natural  position,  and  almost  use- 
less arms  and  legs  mark  most  clearly  the  state  and  progress  of 
the  disease  among  that  injured  and  helpless  people."  The  above 
description  was  intended  to  show  the  ravages  of  syphilis,  but  the 
cases  presented  are  a  fair  description  of  the  anaesthetic  types  of 
leprosy. 

The  Oriental  races  received  the  credit  for  the  introduction  of 
the  disease  long  before  the  Anglo-Saxon  missionaries  arrived. 
The  first  Board  of  Health  was  organized  December  14,  1850,  by 
order  of  King  Kamehameha  III.,  to  aid  in  the  preservation  of 
the  public  health  and  for  the  cure  of  contagious  and  epidemic  dis- 
eases, more  especially  cholera.    In  the  year  1864  the  spread  of  the 
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disease  in  Honolulu  and  other  places  on  the  island  had  raised 
public  apprehension,  and,  through  the  persistent  efforts  of  the 
missionaries,  the  Legislature  of  the  kingdom  of  Hawaii,  in  1865, 
enacted  a  law  to  prevent  its  spread.     The  law  was  as  follows: 

"AN   ACT   TO    PREVENT   THE   SPREAD    OF   LEPROSY,  1865. 

"  Whereas,  tiie  disease  of  leprosy  has  spread  to  a  considerable  extent 
among  the  people,  and  the  spread  thereof  has  excited  well  grounded 
alarms,  and  as  some  doubt  is  being  expressed  about  the  powers  of  the 
Board  of  Health,  notwithstanding  that  Section  302  is  properly  appli- 
cable to  the  treatment  of  persons  afflicted  with  leprosy,  and  for  the 
greater  protection  of  the  people, 

"  Be  it  enacted  by  the  legislative  assembly  of  the  Hawaiian  Islands, 
in  the  Legislature  of  the  kingdom,  assembled : 

"Section  1.  The  Minister  of  the  Interior,  as  President  of  the 
Board  of  Health,  and  acting  with  the  approval  of  the  said  Board  of 
Health,  is  hereby  expressly  authorized  to  preserve  and  set  apart  any 
land,  or  portion  of  land,  now  owned  by  the  Government,  as  the  site  of 
an  establishment  to  secure  the  isolation  of  such  leprous  persons  as,  in 
the  opinion  of  the  Board  of  Health  or  its  agents,  may  spread  the 
disease. 

"  Sec.  2.  The  Minister  of  the  Interior,  as  President  of  the  Board 
of  Health,  and  acting  with  the  approval  of  the  said  Board  of  Health, 
may  acquire  for  the  purpose  stated  in  the  previous  section,  by  purchase 
or  exchange,  any  piece  or  parcel  of  land  which  may  seem  better 
adapted  for  the  use  of  lepers  than  any  laud  owned  by  the  Government. 

"Sec.  3.  The  Board  of  Health,  or  its  agents,  are  authorized  to 
cause  the  confinement  of  persons,  in  places  provided,  who  shall  be 
deemed  capable  of  spreading  the  disease ;  and  it  shall  be  the  duty  of 
every  police  or  district  justice,  when  properly  applied  to  by  the  Board  of 
Health,  or  its  agents,  to  cause  to  be  arrested  and  delivered  to  the  Board 
of  Health  or  its  agents  any  person  alleged  to  be  a  leper  within  the 
jurisdiction  of  such  police  or  district  justice,  and  his  deputies,  and  of 
the  police  officers  to  assist  in  the  conveyance  of  any  persons  who  are 
arrested  to  such  place  as  the  Board  of  Health  or  its  agents  may  direct, 
in  order  that  such  persons  may  be  subject  to  medical  inspection ;  and 
thereafter  assist  in  removing  such  persons  to  a  place  of  treatment  or 
isolation,  if  so  required  by  the  agents  of  the  Board  of  Health. 

"  Sec.  4.  The  Board  of  Health  is  authorized  to  make  arrangements 
for  the  establishment  of  a  hospital  where  leprous  persons  in  the  incipi- 
ent stages  may  be  treated,  in  order  to  attempt  a  cure,  and  the  said 
Board  or  its  agents  shall  have  full  power  to  discharge  all  such  persons 
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at  it  shall  deem  cured,  and  to  send  to  a  place  of  isolation  contemplated 
in  Sections  1  and  2  of  this  Act,  all  such  patients  as  shall  bo  deemed 
incurable  or  capable  of  spreading  the  disease  of  leprosy. 

"  Sec.  5.  The  Board  of  Health,  or  its  agents,  may  require  from 
patients  any  reasonable  amount  of  labor  as  may  be  approved  by  the 
attending  physician,  and  may  further  make  and  publish  such  rules 
and  regulations  as  the  Board  may  consider  adapted  to  the  condition  of 
lepers,  which  said  rules  and  regulations  shall  be  published  and  enforced 
as  in  Sections  284  and  285  of  the  civil  code  provided. 

"  Sec.  6.  The  property  of  all  persons  committed  to  the  care  of  the 
Board  of  Health,  for  reasons  stated  above,  shall  be  liable  for  the 
expenses  attending  their  confinment,  and  the  Attorney  General  shall 
institute  suit  for  the  recovery  of  the  same  when  requested  so  to  do  by 
the  President  of  the  Board  of  Health. 

"Sec.  7.  The  Board  of  Health,  while  keeping  an  accurate  and  de- 
tailed account  of  all  moneys  expended  by  them  out  of  any  appropria- 
tion, which  may  be  made  by  the  Legislature,  shall  keep  the  amount 
expended  for  leprosy  distinct  from  the  general  account ;  and  the  said 
Board  shall  report  to  the  Legislature,  at  each  of  its  regular  sessions, 
the  said  expenditure  in  detail,  together  with  information  in  regard  to 
the  disease  of  leprosy,  as  well  as  the  public  health  generally. 

"Approved  this  od  day  of  January,  1865. 

"  KAMEHAMEHA." 

On  November  13,  1865,  a  hospital  with  suitable  buildings  was 
established  and  opened  at  Kalihukai,  on  the  island  of  Oahu,  and 
distant  from  Honolulu  about  three  miles.  This  station  was  de- 
signed for  the  reception,  inspection,  and  treatment  of  persons 
afflicted  with  leprosy.  Mild  cases,  after  diagnosis  had  been  made, 
were  to  be  treated  here,  and  the  severe  or  incurable  cases  were  to 
be  transferred  to  the  site  recently  purchased  at  Kalawao,  on  the 
island  of  Molokai.  On  the  opening  day  sixty-two  persons  were 
present  for  examination  ;  inspection  among  the  number  revealed 
forty-three  lepers.  In  1866  (Government  Report)  the  number  of 
lepers  of  the  different  islands  was  as  follows:  Hawaii,  75;  Maui, 
Molokai,  and  Lanai,  112;  Oahu,  80;  Kauai  and  Niihau,  7;  total, 
274. 

There  was  a  marked  increase  in  the  number  sent  to  the  island 
in  1871,  1873,  and  1878.  In  1881  the  receiving  station  was  re- 
moved to  Kakaako,  in  the  southwestern  part  of  Honolulu,  and 
on  November  5,  1865  the  Queen  Kapiolani  Home  was  opened 
near  the  receiving  station  for  the  reception  of  non-leprous  chil- 
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dren  of  leprous  parents.  In  1889  the  receiving  station  was  once 
more  removed  to  its  present  situation  and  not  far  from  its  original 
site  in  1865,  at  Kalihi,  called  Kalihi-Punhali.  Up  to  1887  all 
lepers  and  suspects  examined  at  the  receiving  station  were  passed 
upon  by  one  physician,  but  in  that  year  a  medical  board  of  three 
was  appointed.  At  the  present  time  there  are  six  physicians  on 
this  board,  and  they  must  agree  before  a  suspect  can  be  consigned 
to  Molokai.  This  station  now  comprises  buildings  for  the  recep- 
tion of  suspects  and  the  treatment  of  lepers;  and  some  distance 
from  the  main  buildings  and  isolated  by  high  palings  is  the  Queen 
Kapiolani  Home  for  non-leprous  children,  which  is  under  the 
charge  of  the  Sisters  of  Charity. 

The  following  table  shows  the  mortality  and  number  at  Molokai 
for  the  period  ending  1897: 


1864 
1867 
1868 
1869 
1870 
1871 
1872 
1873 
1874 
1875 
1876 
1877 
1878 
1879 
1880 
1881 
1882 
1883 
1884 
1885 
1886 
1887 
1888 
1889 
1890 
1891 
1892 
1893 
1894 
1895 
1896 
1897 


Number 

Discharged  or 

Number 

Admitted. 

Deaths. 

Unaccounted  For. 

Remaining 

.    141 

26 

10 

105 

.   70 

25 

7 

143 

.  115 

28 

2 

228 

.  126 

59 

11 

284 

.   57 

58 

4 

279 

.  183 

51 

9 

402 

.  105 

64 

4 

439 

.  487 

156 

21 

749 

.   91 

161 

8 

671 

.  212 

163 

14 

706 

.   96 

122 

3 

677 

.  163 

129 

1 

710 

.  239 

147 

— 

802 

.  125 

209 

1 

717 

.   51 

151 

10 

606 

.  232 

132 

— 

706 

.   71 

121 

6 

649 

.  801 

150 

15 

785 

.  108 

168 

8 

717 

.  103 

142 

26 

655 

.   43 

100 

8 

590 

.  220 

108 

4 

698 

.  579 

212 

28 

1035 

.  303 

149 

7 

1187 

.  202 

158 

18 

1213 

.  143 

212 

2 

1142 

.  109 

137 

19 

1095 

.  211 

151 

— 

1155 

.  128 

155 

3 

1124 

.  106 

128 

15 

1087 

.  146 

116 

2 

1115 

:  124 

139 

— 

1100 

The  following  table  shows  the  number  of  cases  on  each  island 
and  their  pronounced  condition  for  two  years,  ending  December 
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31,  1897,  and  also  the  number  sent  to  the  leper  settlement  during 
the  same  period  : 

Not 

From  Island  of                                                         Lepers.  Suspicious.  Lepers.  Total. 

Oahu 71  50  20  141 

Hawaii 100  5  2  107 

Maui 40  14  3  57 

Molokai 10  1  2  13 

Kauai 19  —  —  19 

Totals 240  70  27  337 

Number  sent  to  leper  settlement  during  the  period  from  1895 
to  1897:  Males,  165;  females,  91;  total,  256. 

Nationalities:  Hawaiians,  225;  Half-caste,  15;  Chinese,  9; 
Portuguese,  2;  German,  2;  American,  1;  British,  1;  South  Sea 
Islander,  1;  total,  256.  Escaped  from  Kalihi,  3;  sent  to  Japan, 
3;  in  Kalihi  at  this  date,  7. 

Ages  of  lepers  sent  during  the  period  from  December  31,  1895, 
to  1897:  Under  ten  years,  10;  ten  to  twenty  years,  92;  twenty  to 
thirty  years,  51. 

The  present  census  of  the  leper  settlement,  taken  on  November 
11,  1898,  at  Molokai,  is  as  follows:  Leper  males,  634;  leper 
females,  439;  total,  1073. 

Detail:  Baldwin  Home,  boys,  141;  Bishop  Home,  girls,  130; 
non-leprous  children  of  leprous  parents,  boys,  43;  girls,  18;  total, 
61.  Helpers  (kokuas),  non-leprous  persons  permitted  by  the 
Board  of  Health  to  live  in  the  settlement  and  care  for  leprous 
relatives,  etc.:  Males,  37;  females,  36;  total,  73.  Non-leprous 
priests,  sisters,  brothers,  etc.,  61.  Total  number  of  all  persons 
at  the  settlement  November  11,  1898,  1207. 

Up  to  1865  no  restrictive  measures  for  the  suppression  of 
leprosy  had  been  adopted.  Among  the  causes  active  in  aiding 
its  spread  were  the  low  moral  standard  of  the  natives;  their 
habits  of  using  the  same  beds  and  clothing,  and  of  smoking  the 
same  pipe;  bad  sanitary  surroundings;  and  the  fact  that  the  leper 
was  never  an  outcast,  but  always  treated  as  a  member  of  the  family. 

In  1852-53  an  epidemic  of  smallpox  occurred  in  the  islands  and 
over  five  thousand  died.  Vaccination  of  the  people,  resorted  to 
during  this  epidemic  and  subsequent  to  it,  is  said  to  have  aided  in 
the  dissemination  of  leprosy.  Vaccination  was  made,  frequently 
without  care,  from  arm  to  arm  with  humanized  virus.  It  was 
done  by  missionaries,  planters,  and  often  by  the  natives  ^them- 
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selves,  owing  to  the  limited  number  of  physicians  available. 
Non-humanized  virus  has  been  used  in  the  island  since  1888, 
and  this  now  precludes  the  possibility  of  transmission  of  leprosy 
by  vaccination. 

Kissing  and  nose-rubbing,  which  is  the  native  form  of  saluta- 
tion, cohabitation,  and  the  reception  of  the  secretion  of  lepers 
through  abrasions  of  the  skin,  are  also  said  to  be  causes  of  com- 
munication. The  natives  eat^oz,  or  paiUii,  as  well  as  other  kinds 
of  food,  with  their  fingers,  from  the  same  dish.  Worse  than  this, 
they  make  their  native  drink,  called  ^'  awa,''  by  masticating  ti  or 
ki  leaves  and  depositing  the  pulp  in  an  earthen  jar,  where  it  is 
allowed  to  ferment,  after  which  they  drink  it  as  an  intoxicating 
beverage.  The  opinion  generally  prevails  among  physicians  and 
the  more  intelligent  classes  of  people  on  the  island  that  leprosy 
is  very  frequently  communicated  by  sexual  intercourse.  There 
is  no  reason  why  this  should  not  be  the  case,  as  we  know  that 
abrasions  of  the  mucous  membrane  are  among  the  earlier  mani- 
festations of  the  disease. 

The  mosquito,  house  fly,  and  other  insects  have  been  accused 
of  being  carriers  of  the  disease;  but  until  the  life  history  and 
habits  of  the  leper  bacilli  are  more  carefully  studied  and  under- 
stood it  would  be  wise  not  to  express  a  definite  opinion  on  this 
point.  Dr.  Alvarez,  the  leprologist  for  the  Hawaiian  Govern- 
ment, has  made  some  interesting  studies  and  observations  of  the 
bacilli  along  this  line,  and  is  said  to  have  discovered  the  leper 
bacillus  in  a  specimen  obtained  from  the  crushed  body  of  a  mos- 
quito which  had  previously  feasted  on  leper  ulcers. 

In  1884,  Dr.  Arning,  who  was  employed  by  the  Government, 
also  made  some  interesting  studies  and  observations  of  the  bacilli 
of  lepers.  It  is  believed  by  some  that  the  bacilli  may  exist  in 
the  soil,  clothing,  or  on  the  surface  of  various  articles  for  a  long 
period  of  time.  The  celebrated  experiment  made  by  Dr.  Arning 
on  the  direct  inoculation  of  leprosy  will  bear  repeating  here.  By 
consent  of  the  Government,  Dr.  Arning,  on  September  30,  1884, 
excised  a  leper  tubercle  from  the  arm  of  a  leper  and  inoculated 
the  left  forearm  of  a  criminal  named  Kenan,  whose  death  sen- 
tence had  been  commuted  to  imprisonment  for  life.  Kenan  was 
confined  and  kept  under  observation  for  four  weeks  following,  and 
after  that  every  week  for  several  months.  After  this  he  was  ex- 
amined every  month,  revealing  the  presence  of  the  bacilli  leprce  in 
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large  numbers,  until  the  middle  of  March,  1885.  The  bacilli  then 
diminished  in  number,  but  remained  for  fourteen  months  after 
inoculation.  Pains  which  had  existed  in  the  arm  and  wrist  in- 
oculated in  1885,  four  or  five  months  after  inoculation,  soon  dis- 
appeared. There  was  no  marked  change  in  the  patient  until 
March,  1887,  two  and  a  half  years  after  the  introduction  of  the 
bacilli  into  his  arm.  Dr.  Brody,  the  prison  physician,  then 
noticed  changes  in  the  right  ear  and  coppery  looking  spots  on  the 
right  cheek.  In  1887,  Kenan  was  examined  by  Dr.  Moritz,  and 
his  description  given  as  follows  :  ^'  General  health  good;  no  pain; 
a  slight,  unhealthy  wound  on  the  palmar  aspect  of  the  left  index 
finger  is  the  only  abrasion  of  the  skin.  Covering  the  arms,  chest, 
abdomen,  and  back  is  a  coppery  colored  eruption,  raised  above  the 
surrounding  skin,  and  giving  to  the  touch  a  distinct  feeling  of 
thickness.  The  sizes  of  the  spots  vary  from  a  ten-cent  piece  to 
that  of  a  half-dollar,  and  present  shapes  round,  oval,  and  serpig- 
inous. The  back  of  the  legs  and  thighs  are  affected,  and  on  the 
thighs  and  knees  are  serpiginous  patches  and  small  plaques.  The 
right  cheek,  forehead,  and  ear  are  infiltrated  with  leprous  deposits. 
The  eyes  show  no  sign  of  diminution.  The  ulnar  and  external 
popliteal  nerv^es  are  thickened.''  Kenan  was  afterward  removed 
to  Molokai,  and  died  there.  This  experiment  was  accepted  as  a 
proof  of  the  inoculability  of  leprosy,  but  since  that  time  it  has  been 
stated  that  there  were  lepers  in  Kenan's  family.  His  mother-in- 
law  died  of  leprosy  in  1891  and  his  own  son,  Josepha,  was  at  the 
leper  settlement,  where  he  died  in  1893.  His  nephew  also  died 
of  leprosy  at  the  settlement  in  the  same  year.  (Extract  from 
Board  of  Health  Reports j  Hawaii.) 

The  period  of  incubation  of  leprosy  is  generally  accepted  to  be 
between  two  and  four  years.  Dr.  Alvarez  states  that  he  has  seen 
many  cases  in  which  the  disease  began  to  appear  in  four  years 
after  the  exposure.  The  same  observer  says  that  after  many  ex- 
periments he  has  demonstrated  the  existence  of  leprous  bacilli, 
which  were  discolored  after  being  washed  in  a  25  per  cent,  solu- 
tion of  sulphuric  acid  or  a  30  per  cent,  solution  of  nitric  acid. 
He  states  that  he  has  never  found  the  discolored  bacilli  in  the 
old  tubercles  of  ulcerating  surfaces.  They  are  probably  only 
young  or  active  bacilli,  while  the  bacilli  that  hold  the  stain  are 
old  or  inert.  He  states  that  this  may  serve  to  explain  the  failure 
to  produce  cultures  in  artificial  media.     If  the  tube  is  inoculated 
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from  old  tubercles  failure  results,  as  the  bacilli  are  dead  or  have 
lost  their  power  of  reproduction.  He  also  states  that  he  obtained 
a  growth  of  bacilli  resembling  leprosy  in  a  blood  serum.  A  mon- 
goose inoculated  with  these  bacilli  died  in  a  few  days  without 
showing  the  cause  of  death. 

No  race  of  people  appear  to  be  immune  from  the  attacks  of  lep- 
rosy, but  some  people  show  a  decided  lack  of  susceptibility  to  the 
disease,  a  characteristic  attending  many  other  even  more  severely 
contagious  diseases.  It  seems  to  be  indicated  that  leprosy  confers 
upon  those  who  come  in  contact  with  it  for  generations  a  certain 
immunity  not  enjoyed  by  the  people  of  a  new  country  which  it 
invades;  that  is  to  say,  that  the  virulence  seems  to  be  diminished 
by  successive  inoculations,  and  when  contracted  does  not  prove  so 
rapidly  fatal.  A  famous  case  which  was  used  to  illustrate  the  fact 
that  not  all  persons  are  susceptible  to  the  disease  is  reported  in 
Dr.  Morrow's  work  on  the  subject,  as  follows: 

'^A  washerwoman  at  the  capitol  at  Kalawao  had  washed  the 
clothing  of  lepers  for  seventeen  years.  She  had  lepers  living  in 
her  house,  and  her  two  husbands  were  lepers  before  they  died. 
Yet  in  spite  of  this  she  was  hale,  hearty,  and  plump,  and  as  fine 
a  specimen  of  womanhood  as  could  be  found  on  the  island. '^ 
Unfortunately  for  the  theory  that  one  can  continue  to  possess  an 
immunity  from  the  disease  Vv^hen  continually  in  contact  with  it, 
this  woman  was  sent  to  the  hospital  in  1898  and  died  within  six 
months,  showing  that  she  must  have  suffered  for  many  years  be- 
fore. The  native  Hawaiians  seem  more  susceptible  to  the  disease 
than  any  other  race  on  the  islands,  as  the  table  furnished  will  show. 

Up  to  the  year  1874,  when  the  leper  bacillus  was  discovered, 
the  theory  that  leprosy  could  be  inherited  was  generally  credited. 
But  in  the  light  of  our  present  age  of  bacteriology  the  acceptance 
of  leprosy  as  a  parasitic  disease  makes  the  theory  of  hereditary 
transmission  an  impossibility.  There  may,  however,  be  a  consti- 
tutional weakness,  which  would  predispose  to  the  attacks  of  the 
disease. 

The  increase  of  lepers  in  the  Sandwich  Islands  is  entirely  dis- 
proportionate to  the  number  of  births.  Sterility  is  the  usual  result 
of  marriage  between  lepers.  Where  conception  takes  place,  abor- 
tion, stillbirth,  or  sickly,  delicate  children  who  soon  die  is  the 
result.  This  is  more  to  be  noticed  when  both  parents  are  lepers. 
In  1886,  Dr.  Moritz  collected  statistics  of  twenty-six  children  born 
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in  the  leper  settlement  at  Molokai;  nine  of  these  became  lepers, 
while  seventeen  of  them  did  not  contract  the  disease.  The  suc- 
cessful operation  of  the  Kapiolani  Home  for  non-leprous  children 
shows  that  if  children  are  moved  at  an  early  age  they  do  not  con- 
tract the  disease.  The  leprosy  commission  reported  in  1892,  as 
the  result  of  its  investigation  of  the  facts  of  the  hereditary  trans- 
mission of  leprosy  in  India,  that  ^^  the  percentage  of  leprous  chil- 
dren as  a  result  of  leper  marriage  is  too  small  to  warrant  a  belief 
of  the  hereditary  transmission  of  the  disease;  and,  further,  that  a 
specific  hereditary  predisposition  to  leprosy  is  but  slight  and  prac- 
tically does  not  exist.''  Leprosy  shows  itself  after  birth  rarely 
before  the  third  or  fifth  year,  a  period  corresponding  to  that  of 
incubation  of  the  acquired  disease.  In  the  majority  of  cases  it 
does  not  develop  until  the  thirtieth  or  fortieth  year. 

The  prevailing  types  of  the  disease  are  tubercular,  the  anaes- 
thetic, and  a  mixed  type.  The  tubercular  is  now  prevalent  and 
exceeds  the  anaesthetic  by  three  or  four  to  one.  (See  illustration.) 
The  statement  made  by  Dr.  Morrow,  in  his  valuable  work  on  the 
subject,  that  the  anaesthetic  was  then  (in  1893)  much  greater  than 
the  tubercular  form  is  not  true  to-day,  as  will  readily  be  seen  by 
the  census  of  the  lepers  at  Molokai. 

The  tubercular  form  is  characterized  by  the  tubercles  on  the 
face,  infiltrations  of  the  cheek,  nose,  forehead,  and  lobes  of  the 
ears.  The  eyebrows  are  lost  and  there  is  a  thickening  of  the 
fingers  and  toes,  a  swelling  of  the  feet,  hands,  and  limbs,  and 
patches  resembling  psoriasis  are  found  on  the  chest,  back,  and 
nates.  The  first  manifestation  of  this  form  is  an  eruption  of  round 
or  irregular-shaped  spots,  the  coloration  depending  upon  the  race 
of  the  individual.  The  spots  are  of  various  sizes,  slightly  elevated, 
and  somewhat  sensitive  to  the  touch,  the  surface  of  the  skin  being 
slightly  thickened  and  swollen.  These  blotches  readily  appear 
and  disappear  a  number  of  times  before  the  tubercular  changes 
occur.  Some  of  them  remain,  becoming  the  seats  of  tubercular 
infiltrations,  and,  enlarging,  form  pinkish  or  yellowish-brown 
nodules.  The  development  of  tubercles  is  always  preceded  by  a 
fever.  The  infiltrations  occur  on  all  parts  of  the  body  and  hands^ 
these  parts,  in  the  more  advanced  cases,  becoming  enormously 
enlarged  and  uneven  with  infiltrations.  The  alse  of  the  nose 
thicken  and  broaden  ;  the  ears  become  protuberant,  nodulous, 
flabby,  and  pendulous;  and  the  eyebrows  and  eyelashes  fall  out, 
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rendering  the  subject  hideous  in  the  extreme.  The  tubercles 
may  remain  stationary  for  months  and  years  and  gradually  undergo 
reabsorption,  but  the  disappearance  of  one  lot  of  tubercles  is  fol- 
lowed by  a  new  lot  in  the  same  or  other  regions.  These  may 
remain  indefinitely  and  harden  without  ulceration,  or  they  may 
soften  and  ulcerate,  secreting  a  yellowish -brown,  viscid  fluid 
which  forms  into  thick  crusts.  Ulcerations  are  sometimes  ex- 
tensive, causing  loss  of  tissue,  suppurative  adenitis,  and  swelling 
of  the  lymphatics. 

The  anaesthetic  form,  like  the  tubercular,  manifests  itself  in  the 
same  way  as  in  other  parts  of  the  world,  with  no  special  charac- 
teristics ascribable  to  the  lepers  of  the  island.  It  is  so  different 
from  the  tubercular  that  one  can  hardly  believe  it  to  be  due  to  the 
same  cause.  In  many  ways  it  resembles  multiple  neuritis,  exist- 
ing in  disordered  nutrition  and  sensation.  The  onset  of  the  dis- 
ease is  distinguished  by  the  absence  of  febrile  symptoms  and  the 
more  pronounced  character  of  the  subjective  sensations  of  the 
hypersesthesia  and  pruritus.  The  earliest  signs  are  usually  mani- 
fested in  the  form  of  very  erythematous  spots  and  in  burning  or 
stinging  sensations.  In  the  more  advanced  stages,  where  the  fibres 
are  destroyed,  there  is  a  loss  of  all  sensory  functions.  This  loss  of 
sensation  allows  no  feeling  from  injuries  of  any  kind,  and  often 
the  mutilation  seen  in  lepers  is  due  to  this  fact.  The  most  fre- 
quent sites  of  the  spots  are  on  the  legs,  but  they  are  often  found 
on  the  back  of  the  arms,  shoulders,  and  elbows.  Many  years 
may  intervene — possibly  eighteen  or  twenty,  according  to  Daniel- 
son — before  other  disorders  of  any  kind  occur  in  the  lepers  to  aid 
in  the  diagnosis  and  verify  the  presence  of  the  disease.  Loss  of 
sensibility  about  the  palate,  uvula,  and  pharynx,  not  resulting  in 
complete  paralysis,  is  one  of  the  earliest  manifestations  in  the 
mucous  membrane.  Neuralgic  pains,  with  a  sensation  of  numb- 
ness, usually  occur  at  night.  The  facial,  ulnar,  and  peroneal 
nerves  are  usually  the  ones  most  affected;  while  paralysis  of  the 
muscular  tissues  supplied  by  these  nerves  causes  tenderness  and 
retraction  with  the  resulting  deformities  which  are  features  of 
nerve  leprosy,  the  most  characteristic  of  these  deformities  being 
the  so-called  leper  claw.  Muscular  atrophy  is  accompanied  by 
fibrillary  contractions  ending  in  the  abolition  of  the  electric  ex- 
citability (Charcot).  The  little  finger  is  usually  the  first  affected. 
A  characteristic  lesion  is  the  so-called  plantar  ulcer,  which  occurs 
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in  those  who  habitually  go  barefooted.  Owing  to  the  atrophy  of 
the  glandular  system,  the  skin  dries  up,  wrinkles,  and  cracks, 
producing  fissures,  which  may  be  the  seat  of  perforating  ulcera- 
tion. The  bones  of  the  fingers  may  be  lost,  without  ulceration, 
by  a  process  of  osseous  absorption  affecting  one  phalanx  after 
another,  or  the  phalanges  may  become  the  seat  of  gangrene. 
When  the  loss  of  the  fingers  is  incomplete  the  stumps  have  a 
curious  position  and  stand  out  in  the  most  distorted  fashion. 
The  finger-nails  show  a  great  po^ver  of  resistance  and  are  often 
the  only  remaining  part  of  the  fingers  which  have  not  been 
absorbed,  even  appearing  on  the  end  of  the  metacarpal  bones. 
This  form  of  leprosy  is  very  slow  and  insidious  in  its  develop- 
ment and  course. 

The  mixed  form  is  the  most  severe  of  all.  Jn  this  the  symp- 
toms peculiar  to  both  the  other  types  may  be  present  from  the 
first.  It  is  safe  to  say  that  one-third  of  the  cases  now  at  Molokai 
are  of  this  type.  One  can  readily  understand,  where  such  consti- 
tutional derangements  exist,  how  lepers  must  suffer  from  all  kinds 
of  diseases,  especially  those  affecting  the  skin,  so  that  at  the  time 
of  death,  or  for  months  prior  thereto,  the  leper  becomes  a  revolt- 
ing mass  of  ulcerating,  gangrenous  tissue. 


DESCRIPTION  OF  PLATES. 

Fig.  1.— Xuinni,  male,  a  common  type  of  tubercular  leprosy.  The  patient  shows  exaggera- 
tion of  the  normal  furrows  of  his  forehead,  with  some  discrete  tubercles  in  his  hypertrophied 
aide  nasi.    His  hands  show  the  results  of  burns  and  scalds  explained  in  the  case  of  Apolo. 

Fig.  2. — Apolo.  a  young  man,  who  like  many  Hawaiians  does  not  know  his  age,  shows  a 
well-advanced  tubercular  form  of  leprosy,  with  ulcers  at  the  wrist  and  elbow,  and  the  bends 
of  the  fingers.  Most  all  have  ulcers  on  their  fingers  from  injuries,  and  often  from  burns. 
Owing  to  the  complete  thermic  anaesthesia,  they  do  not  feel  the  effects  of  fire,  or  hot  kitchen 
utensils,  and  consequently  get  badly  burned  or  scalded,  before  they  happen  to  see  that  their 
bauds  are  touching  the  fire  or  something  hot.  The  duration  of  life  in  the  tubercular  form 
is  about  ten  years,  while  ansesthetic  cases  live  about  fifteen  years.  This  patient,  being  far 
advanced,  will  probably  not  live  more  than  a  year. 

Fig.  3. — Keolahou,  woman,  aged  thirty-nine  years,  had  an  eruption  on  the  right  side  of  her 
face  resembliiig  err-ipelas,  with  paralysis  of  facial  nerve.  Paralysis  of  the  lower  lid  keeps 
the  eye  drj-,  exposed  to  dust,  and  causes  ulceration  and  blindness.  The  erysipelatoid  erup- 
tion has  healed  in  this  case,  but  the  eyeball  will  slough,  producing  an  ugly  sore. 

Fig.  4. — Kelii,  boy,  aged  six  years,  paralysis  and  infiltration  of  the  right  side  of  face,  pro- 
ducing deformity,  ulceration  of  nasal  bones  and  necessary  mouth  breathing. 

Fig.  5.— Homeloni,  woman,  aged  thirty-four  years,  shows  infiltration  of  tubercular  leprosy 
on  both  cheeks,  the  right  cheek  shows  a  very  large  mole,  covered  with  gray  hair  and  in- 
filtrated with  leprosy.  It  is  worthy  of  notice  that  leprosy  never  occurs  on  the  scalp,  except 
perhaps  on  the  edges  where  the  hair  is  thin  ;  nevertheless,  it  seems  in  this  case  to  have 
selected  by  preference  the  hairj'  mole. 

Figs.  6  and  7. — Pilipo,  boy,  aged  about  ten  years,  shows  a  common  appearance  of  the  erup- 
tion of  leprosy  in  large  round  patches,  like  tinea  circinata.  The  eruption  in  this  case  is 
whiter  than  the  normal  skin. 
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In  the  Sandwich  Islands  leprosy  is  regarded  as  an  incurable 
disease,  and  I  believe  this  to  be  the  opinion  of  the  most  careful 
observers.  How  one  can  say,  after  but  two  and  a  half  years  of 
treatment,  they  consider  a  case  of  leprosy  cured  I  cannot  well 
understand.  I  am  convinced  that  if  Dr.  Fox,  who  made  the 
statement  in  a  paper  read  before  the  State  Medical  Society  in 
1900,  were  to  visit  the  island  of  Molokai  and  see  the  cases  in 
which,  wdthout  treatment,  no  manifestation  of  the  disease  had 
been  present  for  eight  or  ten  years,  and  other  cases,  in  which  the 
disease  had  been  latent  for  the  same  length  of  time,  suddenly  de- 
velop lesions  which  soon  terminate  fatally,  he  would  be  convinced 
that  Chaulmoogra  oil  is  not  the  specific  he  claims  it  to  be.  We 
will  agree  with  him,  however,  that  surroundings  and  change  of 
scene  have  much  to  do  in  restricting  the  progress  of  the  disease. 
The  depressing  influence  of  segregation  is  to  a  great  extent  over- 
estimated, and  its  prejudicial  effects  may  be  observed  chiefly  in 
those  cases  occurring  among  the  more  intelligent  classes. 

Among  the  native  Hawaiians  there  is  no  special  dread  of  leprosy, 
and  many  cases  are  on  record  where  the  natives  have  purposely 
contracted  the  disease  in  order  to  join  their  friends  or  live  the  lazy, 
indolent  life  that  the  lepers  enjoy  on  the  island  of  Molokai.  A 
large  number  show  a  marked  power  of  resistance  to  the  disease. 
This  is  undoubtedly  due  to  the  fact  that  many  are  fine  specimens 
of  physical  manhood,  not  unlike  the  Anglo-Saxon  or  perhaps  the 
American  Indian  in  this  respect.  Climatic  conditions,  one  might 
say,  are  in  some  cases  injurious,  but  in  general  beneficial.  The 
outdoor  life,  freedom  from  care,  and  the  simple  habits  of  living 
are  conducive  to  longevity  and  constitutional  resistance;  while 
the  hot,  dry  atmosphere,  which  is  usually  filled  with  floating 
particles  of  lava  dust,  is  especially  bad  for  the  leper  on  the  island. 

The  people  of  Hawaii  have  been  unusually  liberal  in  the  employ- 
ment of  every  measure  and  drug  which  has  been  suggested  as  a 
cure  for  leprosy.  In  1886,  Dr.  Edward  Arning  was  induced  to 
go  to  Hawaii  as  a  specialist  for  the  Government.  He  accom- 
plished a  great  deal  in  the  line  of  investigation,  but  little  in  the 
line  of  curative  treatment.  In  1889  he  was  succeeded  by  Dr.  A. 
Lutz,  of  San  Paule,  Brazil,  a  pupil  of  Dr.  Unna,  of  Hamburg. 
Many  remedies  have  been  used,  such  as  Chaulmoogra  oil;  Gurgin 
oil,  a  remedy  of  high  repute  in  India;  salol,  arsenic,  strychnine, 
and  creosote.     Mercury  in  any  form   is  considered  harmful  to 
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lepers.  Dr.  Swift,  in  his  report  to  the  Board  of  Healtli,  says : 
'*  No  scientific  treatment  of  leprosy  can  be  carried  out  at  the  set- 
tlement, for  not  one-tenth  of  the  people  will  continue  the  treat- 
ment for  six  months."  In  Japan  creosote  is  extensively  used 
hypodermically,  and  I  was  informed  by  Dr.  Swartz,  who  for 
many  years  was  a  medical  missionary,  that  the  disease  was  held 
in  abeyance  but  never  cured  by  it.  Baths  of  various  kinds,  and 
local  applications  of  ichthyol,  chrysarobin,  and  salicylic  acid  have 
been  very  beneficially  used  in  the  healing  of  ulcerating  surfaces. 
The  Goto-Lotion,  a  solution  of  carbolic  acid,  is  also  very  exten- 
sively used  for  the  treatment  of  suppurative  ulceration.  In  a 
recent  letter  from  Dr.  E.  A.  Carmichael,  U.  S.  M.  H.  S.,  to 
whom  I  am  indebted  for  much  of  my  information,  he  has  recom- 
mended to  the  Board  of  Health,  Jatropha  gossyhyiflia,  a  drug 
which  has  been  extensively  used  in  South  America.  No  action 
has  yet  been  taken  and  the  drug,  up  to  the  present  time,  has  not 
been  tried.  Dr.  Carmichael  makes  the  following  statement,  to 
prevent  leprosy  from  being  introduced  into  the  United  States: 

^^  The  period  of  incubation  in  leprosy  is  so  long  and  variable — 
from  three  to  seven  or  ten  years — its  detection  in  the  early  stages 
so  difficult;  and  the  fact  that  leprous  patches  may  appear  on  the 
unexposed  parts  of  the  body,  such  as  the  upper  part  of  the  arms, 
chest,  back,  and  nates;  and  that  leprous  ulcers  may  be  present 
in  the  upper  part  of  the  nasal  passages  make  its  detection  by  ordi- 
nary quarantine  methods  uncertain.  In  pronounced  cases  detec- 
tion is  easy,  but  these  rarely  emigrate,  and  the  greatest  diffic^ulty 
would  be  met  with  in  the  slightest  cases  occurring  in  the  white 
or  mixed  races.  The  native  Hawaiian  rarely  emigrates,  and  those 
who  leave  their  homes  go  as  sailors,  although  I  have  been  informed 
that  there  is  a  small  colony  of  Hawaiians  in  Salt  Lake  City, Utah, 
who  were  induced  to  go  there  by  the  Mormon  missionaries.  In- 
quiries as  to  the  presence  or  absence  of  leprosy  among  them  would 
be  interesting.  It  is  possible  for  persons  with  leprosy  undevel- 
oped, and  for  slighter  cases,  to  pass  from  one  country  to  another 
without  detection;  and  from  the  fact  of  its  presence  in  various 
parts  of  the  United  States  it  is  evident  that  quarantine  restrictions 
do  not  exclude  it.  Few  medical  men  are  familiar  with  leprosy  in 
its  early  stages,  and  cases  are  often  diagnosed  as  other  skin  dis- 
eases; and  the  fact  that  skin  diseases  such  as  psoriasis,  various 
forms  of  taenia,  cloasma,  scabies,  erythema,  etc.,  are  often  associ- 
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ated  with  leprosy  make  its  detection  still  more  difficult.     I^estric- 
tive  measures  should  be  adopted  to  control  the  departure  of  all 
emigrants  from  the  endemic  foci  of  leprosy  at  the  point  of  depart- 
ure''and  these  should  consist  of  careful  inquiry  into  the  family 
and  sanitary  history  of  each  emigrant,  a  rigid  physical  examina- 
tion, and  disinfection  of  his  effects.     Similar  procedure  at  the 
point  of  arrival  should  be  adopted,  and  a  record  of  the  destma- 
tion  of  the  emigrant  should  be  preserved.    Adoption  of  the  above- 
named  measures  would  restrict  the  importation  of  the  disease  so 
far  as  it  is  possible  to  do  so,  but  such  proceedings  would  be  still 
further  aided  by  the  Government  of  the  United  States  assuming 
control  of  measures  for  the  suppression  of  leprosy  in  the  possessions 
recently  acquired  bv  annexation  and  conquest,  viz.,  the  Hawanan 
and  Philippine  Islands,  and  the  island  of  Cuba,  in  all  of  which 
leprosy  exists  to  a  greater  or  less  extent.     In  so  doing  the  United 
States  would  assume  its  share  among  the  nations  in  stamping  out 
this  pest  of  ages,  and  would  set  an  example  which  might,  to  the 
undoubted  benefit  of  mankind,  be  emulated  by  the  enlightened 
countries  of  the  world.'' 
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XII.    Fatty  Degeneration  of  the  Heart. 
By  THOMAS  E.  SATTERTHWAITE,  M.D., 

NEW  YOBK. 

Fatty  degeneration  of  the  heart  was  first  correctly  differentiated 
from  the  fat  heart  of  obesity  by  Laennec,^  and  a  little  later  by 
Andral '  who  called  it  ramoUissement  du  cceur.  Laennec  in  call- 
ino-  attention  to  the  yellow  or  "  dead  leaf"  color  of  fatty  degen- 
eration referred  to  the  advanced  stages  of  fatty  degeneration. 

The  source  of  this  degeneration  appears  to  have  been  discovered 
by  Hayem,'  at  least  so  far  as  typhoid  fever  is  concerned  In  1883 
Germain  Sfe*  confirmed  this  view,  while  in  1891,  E.  Romberg, 
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after  an  elaborate  study  of  the  heart  substance  in  typhoid,  scarla- 
tina, and  diphtheria,  discovered  in  all  of  them  a  granular  and 
fatty  degeneration  of  the  heart  muscle,  together  with  a  small- 
celled  infiltration  of  the  adjacent  connective  tissue.  In  1898 
Bollinger^  adopted  this  view  and  described  three  degrees  of  fatty 
degeneration,  though  he  did  not  intimate  that  they  might  be  three 
stages  in  the  one  process.  In  the  same  year  Dehio^  confirmed 
Hayem^s  views,  so  that  we  may  now  regard  the  matter  of  fatty 
degeneration  of  the  heart  as  fairly  outlined  pathologically.  It 
remains  for  us  to  attach,  if  possible,  clinical  phenomena  to  the 
successive  stages  of  its  development.  Fortunately,  we  appear  to 
have  the  data  at  hand  for  this  purpose. 

It  is  very  important  to  put  this  matter  on  a  sound  clinical  basis, 
for  how  often  does  sudden  death  by  heart-failure  strike  down  a 
person  who,  up  to  the  time  of  the  attack,  appeared  to  have  excel- 
lent health.  In  fact,  his  physician  may  have  examined  his  heart, 
and,  finding  no  signs  of  valvular  disease,  have  been  content  with 
the  diagnosis  of  a  ^^  weak  heart,''  and  yet  the  heart  substance  may 
have  been  so  profoundly  diseased  that  it  needed  only  a  sudden, 
violent,  or  even  prolonged  ^^  strain''  to  cause  hyperdilatation  and 
cardiac  paralysis. 

I  described  such  an  instance  at  a  meeting  of  the  New  York 
Pathological  Society  some  years  ago.  A  gentleman,  aged  seventy- 
one  years,  after  leading  an  active  life  up  to  a  year  before  his  death, 
was  suddenly  taken  with  dyspnoea  after  some  hill- climbing  in  Cali- 
fornia. Up  to  this  time  he  had  never  had  heart  symptoms.  He 
recovered  promptly^  however,  from  this  attack.  Later  he  took 
a  twenty-five-mile  sleigh-ride  and  had  another  attack,  but  was 
restored  by  stimulants.  Five  weeks  before  his  death  he  lost 
consciousness  in  a  street-car,  and  was  taken  home  with  some 
difficulty.  However,  stimulants  again  revived  him.  An  exam- 
ination by  the  family  physician  showed  that  he  was  anaemic  and 
weak.  The  pulse  could  not  be  felt  and  the  apex-beat  was  barely 
appreciable.  He  did  not  rally.  At  the  post-mortem  examination 
which  I  made  there  was  a  marked  blanching  of  the  surface  of  the 
body.  The  lungs  were  oedematous  and  the  kidneys  pale  and  fatty. 
The  heart  was  not  especially  enlarged,  but  it  was  pale  and  flabby. 

Microscopical  examination  of  the  cardiac  muscular  tissue  showed 
that  along  the  inner  wall  of  the  left  ventricle  the  striations  were 
quite  gone,  though  they  were  fairly  well  marked  at  the  periphery 
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of  the  ventricle.  There  was  no  valvular  disease.  In  this  patient 
the  initial  ^'  strain  ^^  to  the  degenerate  heart  muscle  seemed  to  be 
traceable  directly  to  the  hill-climbing  in  California.  There  were 
apparently  no  other  lesions  to  cause  death. 

The  weak  heart  of  fatty  degeneration  is  common  enough  at  all 
periods  of  life.  In  infants  and  children  it  occurs  during  and  after 
the  eruptive  fevers,  diphtheria,  acute  rheumatism,  pneumonia,  in- 
fluenza, or,  in  fact,  any  acute  attack  of  fever  or  toxaemia.  In 
senility,  at  Avhatever  age  it  may  happen,  whether  early  or  late 
in  life,  it  is  a  phenomenon  to  be  expected.  In  fact,  whenever 
there  is  a  prolonged  fever,  toxaemia,  dyscrasia,  or  mechanical  in- 
jury, fatty  degeneration  of  the  heart  may  occur.  With  few  ex- 
ceptions, the  so-called  ^^  weak  heart '^  is  in  reality  the  heart  of 
fatty  degeneration,  and  whenever  death  is  traceable  directly  to 
heart  disease  the  actual  cause  of  death  is  most  often  associated 
with  the  yielding  of  the  cardiac  walls. 

And  yet,  to  judge  from  individual  experience  as  derived  from 
intercourse  with  physicians  and  from  current  literature,  the  matter 
is  not  so  understood  by  the  profession  at  large.  In  consequence 
the  degeneration  is  apt  to  be  recognized  too  late  for  treatment,  as 
in  the  case  just  cited. 

It  will  be  the  province  of  this  paper  to  discuss  the  etiology  of 
fatty  degeneration  and  to  point  out  that  it  may  be  separated  for 
practical  purposes  into  three  stages,  each  characterized  by  definite 
clinical  signs,  and  to  indicate  the  line  of  treatment  appropriate  for 
each  stage. 

The  early  or  preliminary  stage  is  the  one  in  which  the  prog- 
nosis is  the  most  favorable  for  complete  recovery;  in  the  second 
or  intermediate  stage  we  should  be  able  to  hold  the  disease  in 
check  ;  in  the  third  or  final  stage  palliative  treatment  alone  is 
possible. 

If,  however,  we  are  to  grasp  the  matter  intelligently  we  must 
first  of  all  look  to  the  minute  structure  of  heart-muscle.  Though 
involuntary,  it  is  made  up,  as  we  all  know,  of  muscle  cells  marked 
by  longitudinal  and  cross  striations.  The  body  of  each  cell  is  cyl- 
indrical and  contains  one  or  two  nuclei.  The  nucleus  is  vesicular 
and  oval  and  is  placed  near  the  centre  of  the  cell  body.  The  cells 
are  not  only  joined  at  their  ends  with  contiguous  cells,  but,  through 
branches  with  other  cells,  making  in  this  way  a  reticular  network. 
The  apposition  of  these  cells  is  effected  by  a  cement  substance  that 
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is  not  seen  under  ordinary  conditions,  and  the  network  holds  in 
its  meshes  vessels,  nerves,  and  fat. 

In  inflammation  of  this  muscle  the  cells  become  opaque,  owing 
to  their  infiltration  with  granular  matter,  or  at  least  with  some- 
thing presenting  that  appearance  (cloudy  swelling),  and  the  par- 
ticles have  been  thought  to  be  albuminoifJ,  because  they  disappear 
to  some  extent  with  weak  acids  or  alkalies.  A  theory  has  been 
proposed  that  this  albuminoid  material  may  be  formed  from  the 
cytoplasm  of  the  cells. 

Another  theory  supposes  that  the  granules  represent  the  toxic 
elements  of  disease;  another  that  they  are  effete  matters  being 
eliminated;  another  that  they  are  micro-organisms;  another  that 
they  are  fatty  particles  in  a  stage  of  minute  deposition.  It  is 
certain  that  some  of  them  are  pigmentary,  from  which  it  follows 
that  all  of  them  are  not  of  the  same  character.  It  is  also  certain 
that  in  many  instances,  such  as  acute  phosphorus  poisoning,  arsenic 
poisoning,  and  typhoid,  many  of  the  particles  in  the  first  stage  are 
either  mainly  fatty  or  of  some  substance  closely  allied  to  it. 

In  the  second  or  intermediate  stage  the  muscle  cells  are  dotted 
with  larger  globules  of  oil  and  appear  to  occupy  the  same  position 
as  the  '^  albuminoid^'  and  fatty  particles  of  the  first  stage. 

In  the  final  or  third  stage  the  fatty  globules  reach  a  higher 
degree  of  development,  while  occasionally  the  muscle-cells  are 
pulled  apart  (segmentation),  or  broken  into  fragments  (fragmen- 
tation), as  the  result  of  hyperdilatation.  In  this  stage  there  is  an 
engorgement  of  the  bloodvessels  of  the  internal  viscera,  limiting 
their  functional  activity  and  causing  hypersemia,  oedema,  throm- 
bosis, or  embolism.  Renaut**  has  gone  so  far  as  to  classify  seg- 
mentation as  a  variety  of  chronic  myocarditis,  which  he  has  called 
myocardite  segmentaire  chronique.  This  view  at  first  met  with 
opposition  from  Ziegler  and  von  Eecklinghausen,  who  regarded 
segmentation  as  an  agonal  manifestation.  Hektoen,^  of  Chicago, 
however,  has  examined  eighty  hearts  to  test  the  matter,  and  has 
come  to  the  following  conclusions:  Segmentation  and  fragmenta- 
tion do  occur  in  heart  muscle  during  life  in  consequence  of  irreg- 
ular contractions  or  inj  uries,  usually  associated  with  disease  of  the 
heart-walls.  If  the  segmentation  or  fragmentation  is  limited  in 
area,  it  is  not  immediately  fatal.  Consequently  we  are  forced  to 
believe  that  both  segmentation  and  fragmentation  are  real  events 
in  heart  strain,  contributing  of  course  to  the  fatal  issue. 
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Reverting  for  a  raoment  to  the  subject  of  the  so-called  albu- 
miDoid  change,  a  theory  has  been  advanced  that  in  exhausting 
diseases  associated  with  prolonged  fever,  in  which  the  cardiac 
muscle  is  actually  starving  from  lack  of  nourishment,  in  its 
hunger  it  makes  a  demand  on  the  store  it  has  already  accumu- 
lated, viz.,  the  metaplasm  of  the  muscle  cell;  but  if  this  is  ex- 
hausted and  more  is  needed  it  is  compelled  to  consume  its  own 
substance.  Now,  the  reserve  stock  in  the  meshes  of  the  muscle 
cells  is  made  up  of  carbohydrates,  and  there  is  no  harm  done  to 
the  cell  by  this  consumption.  When,  however,  the  living  tissue 
of  the  cell  has  to  be  sacrificed  there  is  a  loss  of  the  proteids  or 
albuminoid  substances  of  the  cell,  and  the  damage  done  is  directly 
proportionate  to  the  amount  consumed,  and  yet  the  combustion  is 
incomplete,  a  granular  debris  being  left  behind  in  the  cells.  But 
consumption  may  proceed  a  step  further,  so  that  the  fatty  matters 
and  fluids  of  the  protoplasm  are  burned,  though  the  combustion 
is  still  incomplete  and  a  further  residue  of  oil  is  left  behind  in  the 
cells.  And  yet  even  now  a  restoration  of  the  cells  is  possible,  pro- 
vided only  the  nucleus  has  been  left  unimpaired.  Death  of  the 
nucleus,  however,  means  death  of  the  cell. 

Quite  a  different  view  has  been  presented  by  Huchard.^^  It  is 
that  the  first  stage  of  fatty  degeneration  is  due  to  the  irritation  of 
a  micro-organism  or  toxin,  which,  if  sufficiently  virulent,  causes  in- 
flammation and  perhaps  ultimately  necrobiosis  of  the  cell.  This 
last  theory  is  plausible,  but  it  does  not  apply  to  the  fatty  degen- 
eration seen  in  retrograde  changes,  such  as  occur  to  the  parturient 
heart,  the  athletic  heart,  and  the  heart  of  adherent  pericardium, 
in  which  the  fatty  degeneration  of  certain  portions  of  the  cardiac 
walls  appears  to  be  due  directly  to  lack  of  use;  for  when  certain 
fibres  are  no  longer  needed  they  are  pretty  sure  to  degenerate  and 
eventually  disappear.  So  much  for  the  theories  of  the  production 
of  fatty  degeneration.  Accepting  the  dicta  of  Hay  em,  Romberg, 
and  Huchard,  the  acute  stage  is  essentially  a  fatty  one — that  is, 
the  acute  softening  typhoid,  scarlatina,  and  diphtheria. 

Fatty  deposition  or  accumulation  in  the  heart,  the  fat  heart  of 
obesity,  is  quite  another  condition  etiologically  and  pathologically. 

Fat  accumulates  in  the  connective  or  interstitial  tissue  lying 
between  the  muscle  bundles.  It  is  the  result  of  overfeeding  either 
with  fatty  food  or  any  food  material  that  is  in  excess  of  bodily  re- 
quirements ;  but  the  two  processes  are  to  some  extent  allied  clini- 
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cally,  for  the  muscle  tissue  may  suffer  atrophy  in  the  fat  lieart 
from  pressure  of  the  fat  tissue,  or  the  fibres  may  be  so  separated 
or  overstretched  that  their  integrity  is  impaired  and  they  will  de- 
generate in  consequence.  Fatty  deposition  and  fatty  degeneration 
may,  therefore,  coexist  in  the  same  lieart,  and  yet  while  fatty  de- 
position is  apt  to  cause  fatty  degeneration,  fatty  degeneration  never 
causes  fatty  deposition. 

To  the  naked  eye  there  is  little  difficulty  in  recognizing  fatty 
degeneration  by  its  pale  yellow  color,  well  shown  beneath  the 
lining  membrane  of  the  left  ventricle  or  papillary  muscles  in 
nearly  every  heart  in  which  there  is  chronic  valvular  disease,  but 
the  eye  will  often  fail  to  recognize  it  in  the  softened  heart  of 
typhoid  fever  or  diphtheria,  for  the  tissue  will  not  be  yellow,  but 
of  a  muddy,  brown  color;  or  if  there  is  a  fibroid  element  the  color 
may  be  violet-brown  or  violet.  It  occurs  in  localized  areas,  pre- 
senting a  mottled  appearance,  or  is  diffuse,  and  the  special  area  of 
softening  is  ^^  mushy,''  so  that  in  handling  the  heart  the  fingers 
sink  into  it.     The  left  ventricle  is  chiefly  affected  at  first. 

Fatty  degeneration,  taken  in  the  broad  sense  that  I  have  indi- 
cated, must  be  quite  frequent.  Roemer,  of  Tubingen,  between 
1870  and  1890,  had  at  his  clinic  291  cases  of  valve  lesion  in 
which  230  showed  symptoms  of  disturbed  compensation,  while  at 
the  same  time  there  were  234  cases  that  he  called  myopathic 
heart-failure,  without  any  lesions  of  the  valves.  Now,  as  most 
of  these  234  cases  were  really  fatty  degenerations,  heart-failure 
without  valve  lesions  was  about  as  common  as  heart-failiiie  with 
valve  lesions. ^^  Chronic  fatty  degeneration  of  the  heart  is  usually 
associated  with  cardiac  hypertrophy,  atrophy,  fibroid  disease,  fatty 
deposition,  chronic  endopericarditis  and  pericarditis,  and  some 
other  cardiac  diseases.  For  example,  Quain  found  hardening  or 
calcification  of  the  coronary  arteries  in  13  out  of  33  cases  of  fatty 
degeneration;  Markham  in  one  out  of  12  (Whittaker),  so  that 
arterio-sclerosis  may  also  be  regarded  as  one  of  the  causes  of  fatty 
degeneration.  It  is  an  unfortunate  idea  prevailing  in  some  quar- 
ters that  coronary  disease  has  a  preponderating  etiological  connec- 
tion with  fatty  degeneration,  but  such  is  not  true,  and  it  is  not  at 
all  uncommon  for  me  to  have  a  case  of  fatty  degeneration  turned 
over  to  me  with  the  label  ^^  coronary  disease."  With  other  physi- 
cians, I  might  add,  the  term  ^^  myocarditis''  is  used  to  mean  fatly 
degeneration.    Sobernheim,  who  introduced  the  word  myocarditis 
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in  1837,  deserves  no  credit  for  so  doing,  for  it  supplanted  the 
word  ^^  carditis^'  introduced  by  Corvisart,  and  a  much  more 
appropriate  term. 

We  usually  meet  with  the  chronic  variety  of  fatty  degeneration 
in  middle  life,  and  this  has  been  my  experience,  though  it  may 
occur  at  earlier  periods  of  course.  In  eighty-eight  cases  published 
by  Hayden^^  fatty  degeneration  was  found  most  commonly  between 
sixty  and  seventy,  less  often  between  forty  and  fifty  years  of  age. 

It  is  extremely  important  that  we  recognize  the  early  or  pre- 
monitory stage  as  bearing  both  on  prophylaxis  and  treatment. 
Unfortunately,  this  is  not  always  possible.  In  mild  cases  the 
physical  signs  may  be  absent,  for  there  may  not  be  any  dilatation, 
and  the  physical  signs  depend  on  this  circumstance.  Hence,  the 
importance  of  outlining  the  heart  by  percussion,  for  variations  in 
outline  from  the  standard  will  indicate  whether  the  right  or  left 
ventricle  is  dilated;  and  the  position  of  the  apex  will  aid  greatly 
in  determining  whether  the  heart  is  enlarged.  Then  the  impulse 
at  the  apex  will  be  more  or  less  feeble,  and  the  pulse  inter- 
mittent and  rapid.  The  sound  of  the  heart  will  also  be  weak. 
There  may  not  be  any  murmurs;  or,  in  the  absence  of  valvular 
disease,  there  may  be  systolic  murmurs  due  to  muscular  insuffi- 
ciency. If  there  is  hypertrophy  of  the  right  ventricle  following 
dilatation  of  the  left  ventricle,  there  will  be  an  accentuation  of  the 
second  pulmonary  sound. 

There  may  also  be  prsecordial  pain  or  distress,  and  spells  of 
dizziness  or  fainting.  This  stage  may  last  a  few  days,  weeks,  or 
months;  or  longer  after  diphtheria  and  influenza.  A  few  cases 
taken  from  my  pathological  records  while  pathologist  to  the  St. 
Luke's  and  Presbyterian  Hospitals  illustrate  the  subject  of  fatty 
degeneration  : 

Case  I. — A  drinking-man,  aged  thirty-eight  years,  entered  the 
hospital  with  an  empyema,  the  abscess  discharging  in  the  mammary 
region.  Pulse  100  ;  respiration  31  to  36  ;  temperature  102°  F.  ;  dysp- 
noea, prsecordial  pain,  cough,  mucous  expectoration,  and  night-sweats. 
After  battling  with  the  attack  for  three  months  he  died  of  cardiac 
paralysis.  At  the  post-mortem  examination  the  opposing  surfaces  of 
the  pericardium  were  found  to  be  acutely  inflamed  and  "  hairy."  The 
pericardial  sac  contained  three  ounces  of  clear  serum.  The  heart 
was  dilated  and  in  a  condition  of  acute  softening.  Fifteen  ounces  of 
purulent  fluid  were  taken  from   the  pleural  cavities.      This  was  an 
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example  of  fatty  degeneration  of  the  heart  in  the  first  stage  due  to 
a  combination  of  two  causes,  acute  pericarditis  and  empyema.  The 
cardiac  symptoms  were  not  clear,  being  obscured  by  those  of  the 
empyema. 

Case  II. — This  also  illustrates  fatty  degeneration  of  the  first  stage 
in  a  marked  manner.  M.  C,  aged  thirty-two  years,  widow,  steward- 
ess, was  admitted  to  the  hospital  July  25,  1879,  with  yellow  fever. 
Her  illness  dated  back  only  five  days,  when  she  was  taken  with 
frontal  headache  and  general  "  soreness  "  of  back  and  legs.  The  initial 
chill  was  followed  by  nausea,  diarrhoea,  and  fever.  Pulse  108  and 
w^eak ;  temperature  105°  F.  On  the  ninth  day  she  vomited  dark 
matter,  became  delirious,  had  albumin  (50  per  cent,  by  volume),  with 
scanty  water.  At  the  post-mortem  examination  the  heart  was  found 
to  weigh  ten  ounces,  and  was  soft,  flabby,  and  fatty.  The  valves,  how- 
ever, were  free  and  normal.  This  fatty  condition  of  the  heart  had 
previously  been  noted  by  Dr.  H.  D.  Schmidt,  of  New  Orleans,  as  a  char- 
acteristic of  yellow  fever,  with  at  the  same  time  fatty  degeneration  of 
other  internal  organs,  including  the  brain.  This  case  I  regard  as  an- 
other instance  of  fatty  degeneration  in  the  first  stage.  I  made  the 
microscopical  examination  of  the  heart. 

In  the  second  stage  the  signs  of  a  dilated  heart  are  more  pro- 
nounced. The  left  ventricle  may  reach  to  the  left  nipple  or 
beyond  it,  while  the  right  ventricle  may  extend  an  inch  or  more 
beyond  the  right  border  of  the  sternum.  The  apex  may  be  in 
the  fifth,  sixth,  or  seventh  space.  The  pulse  will  usually  be  soft, 
intermittent,  and  slow.  There  may  be  and  often  is  a  lack  of 
balance  between  the  heart-beats  and  pulse-beats.  There  may  be 
a  reduplication  of  the  heart-beats.  There  is  one  class  of  patients 
not  infrequently  seen  in  this  intermediate  stage.  They  are  per- 
sons for  the  most  part  who  have  passed  middle  life,  are  inclined 
to  be  stout,  though  not  always  so,  but  are  ansemic  in  appearance. 
The  pulse  will  be  slow,  intermittent,  and  feeble,  the  apex  beat 
hard  or  impossible  to  locate  by  palpation.  They  will  have  dysp- 
noea, some  pr^ecordial  oppression,  with  occasional  attacks  of  dizzi- 
ness. Gastric  symptoms  are  always  in  evidence,  and  occasionally 
there  will  be  gastric  crises  alternating  with  anginoid  attacks. 
Cyanosis  will  occur  at  times.  Such  patients  will  usually  be  irri- 
table or  whimsical  or  nervous  about  trifles,  but  always  concerned 
about  their  health.  There  will  be  a  disinclination  to  undertake 
anything  new,  even  to  walk,  and  the  gait  will  be  uncertain. 
Occasionally  there  will  be  hemorrhages,  usually  in  the  form  of 
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epistaxis.  Local  oedema  of  face,  hands,  and  feet  will  occur  at 
times.  The  urine  will  contain  a  little  albumin  and  often  a  little 
sugar.  This  stage  may  last  from  two  to  three  to  ten  or  fifteen  or 
twenty  years,  depending  largely  on  the  degree  of  the  degeneration 
and  the  care  the  patient  takes  of  himself.  I  have  under  my  care 
at  the  present  time  several  cases  in  this  stage. 

The  third  stage  is  ushered  in  by  symptoms  that  indicate  sec- 
ondary implication  of  other  organs.  There  may  now  be  pseudo- 
apoplectic  attacks,  due  to  cerebral  embolism  or  thrombosis  refer- 
able to  imperfect  heart- action.  Attacks  of  heart-failure  are  more 
frequent  and  more  alarming.  Albuminuria  is  more  pronounced 
and  less  amenable  to  treatment.  In  fact,  symptoms  referable  to 
chronic  nephritis  are  the  rule.  Gastric  disturbances  become  so 
pronounced  that  the  patient  is  afraid  to  eat  for  fear  of  the  distress 
it  occasions.  Local  oedema  passes  over  into  general.  Thrombosis 
of  veins  may  be  a  pronounced  feature.  In  one  of  my  cases  thrombi 
distending  the  right  external  jugular  were  distinctly  felt.  A  low 
form  of  meningitis  from  effusion  at  the  base  may  be  one  of  the  final 
events.  The  mind  will  be  disturbed  and  there  may  be  Cheyne- 
Stokes  breathing  at  times;  though  this  is  not  necessarily  a  sign  of 
immediate  dissolution.  But  until  stasis  occurs  in  internal  organs 
we  should  not  despair.  When,  however,  it  occurs,  and  this  con- 
dition characterizes  the  third  or  final  stage,  the  end  cannot  be  far 
off.  With  great  care  life  may  be  prolonged  for  a  few  months. 
Death  may  occur,  however,  not  from  any  of  the  above  causes, 
but  from  rupture  of  the  heart.  Quain  has  seen  it  in  28  out  of  83 
cases. 

This  stage  is  illustrated  by  the  following  three  cases  taken  from 
my  records: 

Case  III. — A  man,  aged  forty-six  years,  entered  the  hospital  with 
signs  of  general  syphilis.  He  had  cough,  jaundice,  dyspnoea,  and 
swollen  feet.  A  soft  systolic  murmur  was  heard  at  the  apex.  The 
patient  died  of  chronic  nephritis  fifteen  days  after  admission.  At  the 
post-mortem  examination,  the  pericardial  sac  was  found  to  contain  ten 
ounces  of  clear  serum,  and  there  were  several  milk  patches  on  the 
heart.  It  weighed  eighteen  ounces.  There  were  no  valve  lesions. 
The  liver  was  large  and  fatty.  The  kidneys  were  the  seat  of  chronic 
nephritis.  At  the  autopsy  the  murmur  was  held  to  be  muscular  and 
due  to  fatty  degeneration  of  the  heart.  Syphilis  was  pretty  certainly 
the  remote  cause  of  the  fatty  degeneration. 
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Case  IV. — The  following  is  another  of  my  cases :  A  woman,  aged 
thirty-eight  years,  who  said  she  had  suffered  from  "  malaria,"  was 
admitted  to  the  hospital  with  oedema  of  the  lower  extremities.  She 
complained  of  attacks  of  palpitation,  with  prsecordial  pain,  tonic 
spasms,  and  dyspnoea.  The  pulse  was  intermittent  and  the  aortic 
second  sound  accentuated.  The  patient  died  of  cerebral  hemorrhage. 
The  autopsy  disclosed  general  arterio-sclerosis  with  chronic  diffuse 
nephritis.  The  heart  was  dilated  and  soft,  but  the  valves  were  free 
and  sufficient.  The  cause  of  the  fatty  degeneration  in  this  case  was 
arterio  sclerosis,  and  the  death  by  cerebral  hemorrhage  illustrates  one 
of  the  several  ways  in  which  the  end  comes  at  last. 

Case  V. — A  woman,  aged  sixty-three  years,  with  a  history  of  articu- 
lar rheumatism,  was  admitted  to  the  hospital  with  cough,  haemoptysis* 
dyspnoea,  and  chronic  nephritis.  She  had  a  systolic  murmur  over  the 
apex,  and  also  over  the  aortic  and  pulmonary  areas,  with  accentuation 
of  the  second  pulmonary  sound.  She  died  of  cardiac  paralysis  and 
chronic  nephritis.  At  the  autopsy  the  heart  was  found  to  weigh 
twelve  ounces.  The  valves  were  free  and  sufficient,  but  the  cardiac 
walls  were  soft  and  flabby,  and  the  cavities  of  the  heart  were  dilated. 
The  heart  and  pericardium  were  united  by  an  old  adhesive  pericar- 
ditis. The  liver  w^as  large  and  fatty.  In  this  instance  we  have  the 
fatty  degeneration  of  the  heart  always  found  in  adherent  pericardium, 
though  the  toxins  of  rheumatism  may  be  assumed  to  have  been  early 
factors  in  causing  degeneration  independent  of  the  pericarditis,  which 
operated  in  a  purely  mechanical  manner  to  produce  the  fatty  change. 
This  case  is  another  instance  of  fatty  degeneration  of  the  third  stage. 

If,  then,  we  realize  that  this  affection  of  the  cardiac  walls  is 
incidental  to  the  infective  diseases,  continued  fevers,  septic  or 
suppurative  processes,  toxaemias,  dyscrasias,  hypertrophies,  and 
atrophies,  we  should  be  on  our  guard  to  protect  the  patient 
against  the  inherent  damage  to  the  heart  resulting  from  these 
several  conditions.  So  we  should  hope  either  to  prevent  a  break- 
down of  the  cardiac  walls  or  certainly  to  postpone  it.  In  infants 
or  young  children  convalescing  from  eruptive  or  continued  fevers 
we  should  watch  carefully  their  '^  weak  hearts,^'  and  with  them 
rest  in  bed  and  minute  doses  of  iron  and  strychnine,  perhaps 
in  conjunction  with  some  malt  preparation  and  cod-liver  oil  or 
quinine,  will  usually  be  sufficient  in  uncomplicated  cases,  pro- 
vided tlie  diet  is  carefully  regulated  and  hurried  movements, 
straining  of  muscles,  and  nervous  excitements  are  avoided. 

In  young  people,  such,  for  example,  as  are  anaemic  or  tuber- 
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culous,  gymuastic  exercises  are  appropriate  for  the  intermediate 
stage,  provided  they  are  given  under  suitable  medical  direction 
and  are  not  carried  to  the  extreme  that  is  customary  at  the 
present  day  in  gymnasiums  and  outdoor  sports.  There  are 
plenty  of  schools  for  physical  instruction  under  medical  super- 
vision, where  those  convalescing  from  illness  with  weak  heart 
action  can  be  greatly  improved.  On  the  other  hand,  we  cannot 
too  strongly  condemn  the  class  exercises  of  the  day  if  the  patient 
has  heart  weakness  or  in  fact  any  form  of  heart  disease.  Class- 
work  calls  for  uniform  movements,  usually  rapid,  giving  few  in- 
termissions for  breathing,  so  that  it  is  suited  only  for  those  whose 
hearts  are  sound. 

In  fact,  every  case  of  weak  heart  should  be  treated  by  itself, 
whether  in  the  young  or  old,  and  the  exercises  should  never  be 
carried  to  the  point  of  increasing  the  rapidity  of  the  heart's  action 
beyond  its  normal  range,  which  of  course  differs  with  each  indi- 
vidual, for  although  we  have  adopted  an  artificial  standard  for  the 
rapidity  of  the  pulse,  one  man's  normal  pulse  may  be  60  or  per- 
haps less  and  another's  100  or  more,  in  some  instances.  System- 
atic exercise  of  a  specially  prescribed  variety  should  be  insisted 
on,  because  habits  of  indolence  tend  to  a  fat  heart,  and  will  in- 
crease the  difficulty.  In  fact,  oily  matter  of  any  kind  should  be 
consumed  by  muscle  work.  At  the  same  time  patients  should  be 
put  on  a  specially  restricted  diet.  It  prevents  gaseous  distention 
of  the  stomach  and  intestines,  which  provoke  cardiac  disturbance. 

When  young  or  old  people  have  not  the  strength  for  voluntary 
gymnastic  exercises  they  should  have  resistant  exercises,  with  or 
without  massage.  These  exercises  are  more  thorough  than  mas- 
sage, and  tend  to  rid  the  muscle  cells  of  their  granular  contents, 
be  they  toxic  or  otherwise.  But  with  delicate  patients  massage 
and  exercises  may  be  too  severe  a  tax  on  the  strength,  producing 
too  profound  a  reaction.  The  treatment  should  always  have  the 
effect  of  toning  up  rather  than  relaxing  the  individual.  Carbon- 
ated baths,  of  course,  are  to  be  used  in  conjunction  with  resistant 
exercises  in  the  intermediate  stage  of  the  disease;  but  baths  and 
exercises  are  of  little  or  any  use  in  the  third  stage.  And  yet 
while  they  may  not  do  any  good,  they  may  not  do  any  harm. 
Massage  may,  however,  be  very  grateful. 

Roemer,  quoted  by  Whittaker,^^  reports  that  in  234  cases  of 
heart  weakness  without  valve  lesions,  where  81   of  them   were 
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treated  by  the  mechanico-dietetic,  or  improved  Nauheim  plan,  4G 
recovered  and  17  were  im])roved.  But  neither  exercises  nor 
baths  should  be  instituted  until  a  careful  physical  examination 
of  the  patient  has  been  made.  If,  for  example,  he  is  suffering 
from  a  violent  attack  of  palpitation,  rest  in  bed  in  a  quiet  room 
and  a  restricted  diet  should  be  ordered.  Milk  is  excellent  if  it 
agrees  with  the  patient.  Some  simple  sedative  like  camphor  mono- 
bromate  may  be  given;  though  I  have  often  seen  such  patients 
recover  from  even  severe  attacks  without  any  medication  addressed 
to  the  heart.  However,  aconite  in  one-minim  doses  is  sometimes 
useful,  or  a  belladonna  plaster  may  be  applied  beneath  the  breast. 
But  if  the  palpitation  is  neurotic,  such  heart  tonics  as  spartein 
sulphate,  strophanthus,  convallaria,  and  digitalis  should  not  be 
given.  Valerian  is  better,  and  minute  doses  of  calomel,  with  or 
without  an  enema,  are  usually  soothing.  In  ordinary  cases  of 
fatty  degeneration  the  patient,  if  anaemic,  should  he  put  on  iron; 
if  tuberculous,  on  malt  preparations  and  creosote  or  cod-liver  oil; 
if  atheromatous,  on  the  iodides;  if  rheumatic,  on  anti-lithsemic 
diet  and  remedies  in  conjunction  with  the  hot-air  treatment. 

In  the  third  stage,  when  all  hope  of  cure  by  any  of  the  above 
measures  is  at  an  end,  and  it  is  merely  a  question  of  prolonging 
life  and  alleviating  suffering,  digitalis  is  appropriate  if  there  is  an 
effusion  referable  to  the  failing  action  of  the  heart  through  inac- 
tion of  the  kidneys.  In  Merck\s  digitalis  in  yi-Q-grain  doses  every 
few  hours  I  have  found  the  most  satisfactory  method  of  giving 
this  drug;  but  it  should  not  be  continued  more  than  a  week  or  so 
at  a  time,  and  strychnine  should  follow  it  to  maintain  its  effects. 
Other  remedies  that  are  useful  in  this  stage  are  nitroglycerin, 
caffeine,  strophanthus,  and  spartein.  Attacks  of  difficult  breath- 
ing, if  not  severe,  are  relieved  by  oxygen  gas,  while  sudden  attacks 
of  true  or  false  angina  are  best  treated  by  the  nitrites.  I  am  apt 
to  use  a  solution  in  these  cases  containing  nitroglycerin,  y^Q-  grain; 
amyl  nitrate,  \  grain;  menthol,  -^-^^  grain;  and  oleoresin  of  cap- 
sicum, yIq-  grain,  all  suspended  in  10  minims  of  castor  oil.  A 
single  capsule  containing  these  ingredients  I  have  on  hand  when 
these  attacks  are  expected,  and  a  single  dose  usually  suffices.  But 
even  in  the  third  stage  it  must  be  remembered  that  the  degenerate 
heart  has  a  most  remarkable  capacity  for  recovery,  even  without 
the  so-called  heart  stimulants.  If  o-iven  their  action  should  be 
constantly  watched,  and  in  any  case  they  should  be  used  for  only 
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the  briefest  possible  period.     These  remarks  are  especially  true  of 
digitalis,  strophanthus,  spartein,  and  strychnine. 

The  prognosis  of  fatty  degeneration  varies  with  the  stage,  the 
individual  and  his  environment,  and  the  influence  of  the  disease 
that  has  produced  it,  for  fatty  degeneration  is  not  strictly  a  disease 
sui  generis,  but  rather  a  degenerative  process  superinduced  by  a 
number  of  diseases.  For  example,  the  fatty  changes  attendant  on 
infective  diseases  or  toxaemias  should  disappear  entirely,  provided 
the  heart  has  had  rest  during  the  stage  of  convalescence.  On  the 
other  hand,  if  during  convalescence  the  patient  has  been  called 
upon  to  do  an  improper  amount  of  physical  work,  dilatation  may 
ensue  and  fatty  degeneration  in  the  second  stage  may  be  initiated. 
It  is  now  believed  by  competent  authorities  that  in  infants  and 
young  children  fatty  change  in  the  heart  as  an  incident  of  infec- 
tive diseases,  or  as  a  sequel  to  them,  is  quite  common.  On  the 
other  hand,  a  moderate  amount  of  fatty  degeneration  is  not  incon- 
sistent with  an  average  life;  in  fact,  there  is  a  certain  amount  of 
fatty  degeneration  in  most  adult  hearts  otherwise  sound  reflecting 
probably  the  methods  of  life  in  what  we  call  civilized  commu- 
nities, where  the  intellectual  rather  than  the  physical  parts  of  our 
system  are  most  in  use.  This  is  well  shown  in  the  hearts  of  ath- 
letes; for  when  hypertrophy  has  been  caused  by  severe  training 
there  seems  to  be  always  a  certain  amount  of  fatty  degeneration 
coincident  with  the  gradual  return  of  the  heart  toward  its  normal 
size,  which  retrograde  process  takes  place  when  athletics  are  given 
up  for  the  ordinary  routine  of  a  business  or  professional  life.  In 
such  cases,  however,  when  the  enlarged  heart  fails  to  contract  to 
the  normal  size,  we  may  infer  that  the  delay  is  owing  to  some 
other  organic  heart  affection,  such  as  valvular  disease  or  mechan- 
ical injury,  as  from  an  old  strain. 

In  the  middle  point  of  life,  when  degenerative  changes  are  the 
rule,  a  weak  heart  may  be  toned  up  and  restored  to  a  fair  degree 
of  soundness  by  appropriate  treatment,  though  I  can  hardly  be- 
lieve a  permanent  cure  is  effected  pathologically.  It  is  one  thing 
to  restore  an  organ  so  far  that  it  is  sound  physiologically,  quite 
another  to  have  it  sound  pathologically.  But  it  is  a  triumph  in 
medical  art  to  restore  the  functions  of  the  heart. 

In  the  final  stage,  when  anasarca  supervenes  and  the  kidneys, 
from  hyperaemia  or  structural  changes,  secrete  a  lessened  amount 
of  urine,  containing  albumin  and  granular  cells,  and  there  is  trans- 
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udation  of  fluids  into  tlie  bronchi  or  lungs  or  chylopoetic  tract, 
interfering  with  the  functions  of  these  organs,  the  prognosis  can- 
not be  favorable.  The  fatal  issue  is  certainly  near  at  hand,  and, 
though  the  heart  may  be  sustained  and  the  kidneys  forced  to 
do  better  work,  it  is  a  struggle  in  which  nature  will  eventually 
triumph,  most  likely  by  thrombosis,  embolism,  perhaps  apoplexy, 
meningitis,  or  ura?mia. 

In  conclusion,  fatty  degeneration  of  the  heart  is  a  common  affec- 
tion, though  it  is  not  to  be  classed  as  a  disease  sui  generis,  but 
rather  as  a  metamorphosis  or  process  attending  on  loss  of  compen- 
sation in  valvular  diseases,  but  also  nearly  as  often  on  non-valvular 
diseases. 

It  is  caused  by  fevers,  toxaemia,  dyscrasias,  disorders  of  nutri- 
tion, and  mechanical  injuries,  but  it  may  also  be  a  physiological 
process,  as,  for  example,  in  senility  or  after  parturition. 

For  practical  purposes  it  may  be  divided  into  three  stages,  the 
first  or  early;  the  second  or  intermediate,  and  the  third  or  final, 
and  each  stage  is  capable  of  being  distinguished  by  certain  clinical 
signs. 

In  the  early  stage  the  prognosis  is  best  for  complete  recovery; 
that  is,  if  the  patient  does  not  yield  to  the  primary  disease,  for  in 
that  case  he  will  probably  recover  wdth  a  sound  heart,  provided, 
of  course,  the  heart  complication  is  properly  treated. 

In  the  intermediate  stage  the  prognosis  is  not  good  for  the 
arrest  of  the  fatty  process  in  toto,  but  the  functions  of  the  heart 
may  be  so  improved  that  the  patient  should  be  able  to  resume  his 
former  work  and  enjoy  a  fair  degree  of  health  for  an  indefinite 
period.  In  fact,  we  may  expect  a  physiological  if  not  a  patho- 
logical cure. 

In  the  third  or  final  stage,  which  is  marked  by  such  profound 
implication  of  the  internal  viscera  that  their  functions  are  in 
abeyance,  the  prognosis  is  always  unfavorable.  The  end  will 
rarely  be  delayed  beyond  a  few  months. 
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XIII.     The  Necessity  of  Greater  Conservatism  in  the 

Use  of  Vasodilators  in  Certain  Cases  of 

Cardiovascular  Disease. 

By  LOUIS  FAUGERES  BISHOP,  M.D., 

NEW  YORK  CITY. 

In  the  career  of  every  form  of  treatment  there  are  several 
stages.  The  first  is  discussion,  skepticism  overcome,  and  adop- 
tion. The  second  is  intelligent  application  in  the  light  of  previous 
discussion  and  the  consequent  general  information.  Third,  the 
routine  use  of  an  accepted  treatment  as  a  matter  of  course  in  a 
particular  disease. 

When  Brunton  applied  amyl  nitrite  to  the  treatment  of  angina 
pectoris  he  achieved  a  signal  triumph  in  therapeutics.  Not  less 
was  the  triumph  of  the  more  gradual  application  of  the  nitrites 
in  general  to  the  treatment  of  vascular  spasm.  These  were  first 
used  well  by  those  who  had  witnessed  their  development  and 
were  familiar  with  their  philosophy  and  limitations.  Unfortu- 
nately, the  student  coming  later  upon  the  field  of  medicine  and 
finding  the  nitrites  in  general  use  for  vascular  disease  naturally 
jumped  at  the  conclusion  that  they  are  the  remedies  par  excellence, 
and  used  them  in  a  routine  way  as  a  matter  of  form  in  the  treat- 
ment of  these  cases.  The  observation  of  this  fact  makes  it  useful 
at  this  time  to  emphasize  the  necessity  for  some  conservatism  in 
this  matter.  It  is  a  trite  saying  that  we  should  always  treat  the 
patient  and  not  the  disease,  meaning  by  this  that  we  must  care- 
fully recognize  the  exact  physiological  and  pathological  conditions 
present,  and  so  influence  them  as  to  bring  about  a  cure  of  disease. 
Patients  differ  widely  in  their  behavior  under  the  nitrites.  For 
that  reason  every  case  requires  physiological  study  to  determine 
the  amount  of  drug  necessary  and  how  it  should  be  applied. 

There  is  no  more  important  function  of  the  physician  than  the 
early  recognition  of  that  tendency  to  degeneration  and  death  that 
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comes  prematurely  to  so  many  of  the  human  race.  This  shows 
most  often  in  arterial  changes,  one  of  the  earliest  symptoms  of 
which  is  alteration  of  the  blood  tension.  The  tension  in  the  blood- 
vessels in  health  is  maintained  at  an  even  point  through  the  action 
of  the  unstriped  muscular  tissue  in  the  walls  of  the  bloodvessels. 
The  heart  is  a  part  of  the  circulatory  tubes,  and  differs  only  in 
arrangement  and  degree  from  the  mechanism  of  the  rest  of  the 
circulatory  path.  It  contains  unstriped  muscular  fibre  as  do  the 
bloodvessels,  and  an  arrangement  of  valves  as  do  the  veins.  Its 
muscular  action  is  rhythmic,  while  the  muscular  action  of  the 
bloodvessels  is  only  slightly  so.  Both  are  subject  to  the  control 
of  the  nervous  system.  It  is  in  the  disordered  action  of  all  these 
muscles  that  the  first  signs  of  degeneration  appear.  The  muscles 
in  the  vessels  act  badly,  the  muscle  in  the  heart  is  irritated,  and 
the  result  is  tension.  To  apply  vasodilators  without  also  insti- 
tuting hygienic  measures  to  reduce  the  irritability  of  the  heart 
and  restore  the  disordered  or  exhausted  nervous  system  is  to  over- 
look an  important  element  in  the  problem  of  cure. 

The  necessity  for  the  use  of  vasodilators  is  diminished  in  pro- 
portion to  the  intelligence  and  success  attending  these  accessory 
measures.  In  Bright' s  disease  there  is  probably  some  substance 
circulating  in  the  blood  that  irritates  the  muscular  coats  of  vessels 
and  causes  contraction.  This  with  the  physiological  attempt  of 
the  heart  to  carry  on  the  circulation  again  brings  about  high  blood 
tension.  When  high  tension  antedates  the  onset  of  nephritis  it 
may  well  be  supposed  that  the  tension  has  something  to  do  with 
the  production  of  nephritis. 

A  physiological  increase  in  blood-pressure  is  caused  whenever 
there  is  nervous,  muscular,  or  physiological  exertion.  Prolonged 
nervous  strain,  such  as  that  met  with  in  an  exciting  business  career 
or  in  prolonged  dissipation,  keeps  up  a  tendency  to  tension  that  is 
particularly  apt  to  lead  to  arterial  degeneration.  Muscular  action 
is  less  prone  to  produce  damage,  and  probably  does  so  only  in  rare 
instances  in  long  training  and  severe  contests  of  strength.  The 
reason  for  this  is  that  exercise  is  accompanied  by  natural  dilatation 
of  the  arterial  circulation,  improved  nutrition,  and  relief  afforded 
by  perspiration.  The  physiological  activities  of  the  body  are  usu- 
ally accompanied  by  too  slight  a  stimulation  of  the  circulation  to 
count  for  much  in  health,  but  are  worth  considering  in  disease. 
From  this  brief  review  of  the  natural  causes  of  tension  it  may  be 
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quickly  inferred  that  in  a  person  suffering  from  abnormal  tension 
it  is  specially  important  to  do  away  with  mental  strain  and  respon- 
sibility. Such  a  person  should  not  indulge  in  violent  exercise, 
but  is  benefited  by  slow  exercise.  Food  should  be  moderate  in 
amount,  taken  at  frequent  intervals.  Sugar  and  alcohol  should 
be  done  away  with  entirely,  if  possible,  and  meat  used  in  limited 
amount. 

When  the  vasodilators  are  given  it  is  to  produce  a  definite 
physiological  effect  which  is  capable  of  appreciation  b\^  the  observer. 

The  dose  required  to  produce  this  effect  differs  widely  in  different 
individuals  and  under  different  circumstances.  In  a  large  number 
of  cases  they  are  now  so  given  that  no  effect  whatsoever  is  produced. 
Crude  therapeutic  thought  is  responsible  for  this.  The  idea  is 
picked  up  that  the  nitrites  are  good  for  kidney  and  heart  disease, 
and  so  they  are  administered  with  the  hope  that  the  patient  may 
be  benefited  thereby.  If  improvement  takes  place  the  medicine 
receives  the  credit  whether  or  not  it  has  done  its  work.  The 
word  ^^  conservatism^'  means  more  than  caution,  more  than  small 
dosing.  It  means  the  working  out  of  the  possibilities  of  the 
remedy  and  its  application  in  such  a  way  that  to  fulfil  its 
broadest  mission  it  will  not  be  wasted  or  abused — wasted  when 
used  in  non-active  doses,  and  abused  when  used  too  often  or  in 
too  great  a  quantity.  With  the  vasodilators  a  careful  regulation 
in  doses  is  of  vital  importance,  for  their  final  action  may  be  dila- 
tation and  paralysis  of  the  heart  through  a  complete  breaking  down 
of  that  great  power  called  inhibition  that  moderates  all  muscular 
activity. 

When  nitrites  are  used  it  is  also  of  the  utmost  importance  that 
the  preparation  selected  should  be  reliable.  I  have  known  patients 
to  take  tablets  of  nitroglycerin  for  a  long  time  that  were  proved 
afterward  to  be  inert.  When  no  benefit  is  obtained  in  conditions 
where  the  nitroglycerin  is  clearly  indicated  this  may  be  fairly 
suspected.  Then  one  of  the  tablets  may  be  given  to  a  healthy 
person,  who  should  immediately  feel  the  throbbing  in  the  head 
due  to  the  dilated  bloodvessels  and  the  stimulation  of  tlie  heart. 
If  no  effect  is  felt  a  new  preparation  must  be  sought  and  then 
tested.  The  1  per  cent,  solution  of  glonoin  is  probably  more 
reliable,  but  is  not  nearly  so  convenient  for  patients  as  the  tablet. 

Cases  must  be  studied  from  time  to  time  by  the  withdrawal  of 
these  drugs  and  by  the  substitution  of  other  drugs  of  a  different 
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class.  Particularly  is  it  important  in  every  such  case  to  know 
from  actual  observation  the  effect  of  digitalis  in  such  doses  as 
bring  about  distinct  physiological  phenomena. 

But  few  diseases  can  be  treated  by  specific  measures,  and  cardio- 
vascular disease  is  particularly  remote  from  such  an  ideal.  What 
drugs  accomplish  is  to  control  the  circulation  and  so  tend  to  benefit 
the  condition  of  the  tissues  or  to  prevent  the  condition  of  these 
tissues  from  working  injury  to  the  body  as  a  whole.  The  manage- 
ment of  cardiovascular  disease  is  like  the  running  of  an  intricate 
machine.  The  physician  must  study  the  machine  itself  and  learn 
all  its  resources.  He  must  know  the  use  of  every  tool  and  the 
effect  of  the  turning  of  each  screw.  It  is  no  abuse  of  the  privi- 
leges of  the  physician  to  study  his  cases  therapeutically  by  testing 
from  time  to  time  the  effect  of  different  classes  of  drugs,  though 
he  return  each  time  to  the  original  plan  of  treatment.  It  is  the 
height  of  arrogance  to  assume  that  his  inductive  reasoning  can 
plan  for  each  case  a  permanent  course  of  management.  Such 
action  will  only  lead  to  humiliation  and  disappointment.  How 
exasperating  it  is  when  for  a  long  period  of  time  on  theoretic 
grounds  we  have  abstained  from  the  use  of  such  a  drug  as  digi- 
talis to  find  some  time  or  other  that  our  patient  has  taken  it 
through  the  advice  of  the  corner  druggist  and  has  received  appre- 
ciable benefit  from  it.  Of  course,  we  know  very  well  that  the 
corner  druggist  had  no  right  to  experiment,  and  that  there  might 
have  been  a  miliary  aneurism  to  rupture  in  the  brain  and  paralyze 
the  patient,  but  perhaps  the  risk  was  worth  taking  after  all. 

There  is  a  particular  form  of  pulse  in  which  nitroglycerin  is  not 
as  valuable  as  a  number  of  other  drugs.  This  is  a  high-tension 
pulse  with  persistently  rapid  heart  action.  In  these  cases  I  have 
sometimes  seen  the  greatest  benefit  from  the  use  of  digitalis. 
Nitroglycerin  has  a  twofold  action  in  stimulating  the  heart  and 
dilating  the  bloodvessels.  Digitalis  has  a  twofold  action  in  sIoav- 
ing  the  heart  and  contracting  the  bloodvessels.  Theoretically, 
digitalis  would  not  act  in  these  cases,  but  practically  in  a  case  of 
nephritis  with  a  high  tension  and  a  rapid  pulse  digitalis  will  often 
show  its  controlling  action  upon  the  heart  in  greater  degree  than 
any  other  of  its  effects,  and  in  that  way  bring  about  a  slower  pulse 
with  less  apparent  tension.  At  the  same  time  digitalis  will  clear 
up  congestion  of  the  kidneys  and  bring  about  a  better  secretion  of 
urine. 
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Even  when  tension  does  exist  in  cardiovascular  disease  with 
nephritis  it  should  be  realized  that  some  tension  may  be  desirable. 
As  time  goes  on  in  such  a  case  the  greatest  danger  to  be  feared  is 
a  too  great  lowering  of  the  blood  tension,  with  its  accompanying 
congestions  and  effusions.  In  the  presence  of  symptoms  indi- 
cating disturbances  of  cerebral  circulation,  such  as  numbness  or 
awkwardness  of  one  of  the  extremities  or  slight  difficulty  in 
speech,  the  vasodilators  are  imperatively  needed.  The  iodide  of 
soda  has  also  an  undoubted  power  to  control  these  conditions  and 
to  postpone  paralytic  attacks  due  to  the  plugging  of  bloodvessels. 

A  word  as  to  the  possibility  of  recovery  from  cardiovascular 
degenerative  disease.  The  heart  symptoms  are  those  of  myocar- 
ditis and  the  kidney  symptoms  those  of  chronic  nephritis.  The 
tendency  of  the  bloodvessels  is  to  become  thickened.  Everyone 
knows  that  under  ordinary  circumstances  a  person  starting  with 
this  form  of  disease  generally  becomes  worse,  and  finally  dies. 
However,  I  do  not  believe  that  this  need  always  be  the  case. 
With  a  properly  planned  regimen  and  the  possibility  of  carrying 
it  out,  and  with  careful  medication  and  other  therapeutic  measures, 
the  heart  may  recover  its  tone  so  that  all  symptoms  of  degenera- 
tion will  disappear  and  the  kidneys  may  settle  down  to  do  their 
work  according  to  a  particular  plan,  but  well  enough  for  the 
maintenance  of  health. 

It  is  hard  to  prove  the  regeneration  of  kidney  tissue,  though 
the  physiological  hypertrophy  of  one  kidney  when  the  other  is 
removed  leads  to  a  belief  in  its  possibility.  Certainly  there  are 
many  persons  passing  a  large  quantity  of  water  of  low  specific 
gravity  and  with  a  slight  trace  of  albumin  who  maintain,  year  in 
and  year  out,  all  the  other  signs  of  health.  Their  hearts,  blood- 
vessels, and  kidneys  have  readjusted  themselves,  and,  though  bear- 
ing the  scars  of  disease,  are  carrying  on  the  functions  of  the  body 
in  a  satisfactory  manner.  I  have  pictured  this  condition  because 
it  is  extremely  interesting  to  decide  how  much  we  should  inter- 
vene in  these  cases  with  drugs  to  alter  the  heart  action  or  relax 
tlie  bloodvessels.  It  seems  to  me  that  in  the  absence  of  symptoms 
that  the  iodide  of  soda  will  accomplish  the  best  purpose  and  that 
the  use  of  the  nitrites  should  be  limited. 
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Xiy.     The   Tonometer  a:^d  its  Value  in  Determining 
Arterial  Tension. 

By   henry   L.  K.  SHAW,  M.D., 

ALBANY. 

The  first  experimental  attempt  to  si  udy  the  blood-pressure  was 
made  in  1727  by  Stephen  Hales/  an  English  clergyman.  He  ex- 
posed a  superficial  artery  in  a  horse  and  inserted  a  canula  to  which 
a  straight  glass  rod  was  attached,  so  that  the  height  of  the  blood- 
stream could  be  observed.  The  hsemometer  of  Magendie-  appeared 
later,  improving  on  Hales'  apparatus  in  substituting  for  the  straight 
tube  a  U-shaped  glass  tube  filled  with  mercury.  Nothing  was  done 
to  determine  the  arterial  pressure  in  man  until  1856,  when  Faivre^ 
inserted  Magendie's  hsemometer  in  arteries  exposed  during  opera- 
tions. 

The  late  Professor  Albert*  was  interested  in  this  subject,  and 
published  the  results  of  a  long  series  of  experiments,  similar  to 
those  of  Faivre,  in  1883.  Strieker^  in  1866  proved  that  the  cap- 
illaries are  contractile;  that  changes  in  the  size  of  their  lumen  can 
be  produced  by  electrical  irritation,  and  that  this  is  associated  with 
raising  or  lowering  the  arterial  pressure.  Marey*^  was  the  first  to 
devise  an  instrument  which  could  be  used  clinically,  not  surgically, 
to  determine  the  arterial  pressure.  This  instrument  was  not  per- 
fected until  1878.  A  number  of  appliances  have  since  been  de- 
vised, but  most  of  them  were  too  complicated  for  everyday  use 
and  suitable  only  for  the  physiological  laboratory.  The  best  known 
are  those  of  Potain,"  von  Basch,^  Frey,^  Mosso,^'^  Hurthle,^^  Oli- 
ver,^- Hill  and  Barnard, ^^  and  Riva  Rocci.^*  Some  were  most 
ingenious,  but  few  proved  practical.  The  sphygmomanometer  of 
von  Basch  had  the  greatest  employment  on  account  of  its  sim- 
plicity, and  much  valuable  information  regarding  the  blood-press- 
ure was  obtained  through  its  use.  Its  worth,  however,  is  relative, 
not  absolute,  and  on  account  of  its  unreliability  and  large  range 
of  error  it  is  not  in  large  demand.  Moreover,  much  skill  is 
required  to  obtain  even  approximate  results. 

The  simpler  the  mechanism  and  application  of  such  an  instru- 
ment the  less  is  the  personal  error  and  the  more  valuable  are  the 
results.     The  tonometer  is  the  most  recent  instrument  of  this  sort, 


212 


HENRY    L.    K.   SHAW 


and  I  desire  to  bring  it  to  your  attention.  It  was  invented  by 
Dr.  Gustav  Gaertner/^  Professor  of  Experimental  Pathology  at 
the  Vienna  University.  He  first  exhibited  the  tonometer  before 
the  Vienna  Gesellschaft  der  Aerzte,  in  June,  1899.  It  met  with 
instant  approval  and  was  at  once  employed  in  the  wards  of  Noth- 
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nagel  and  Neusser  at  the  Allgemeines  Krankenhaus.  Since  then 
it  has  grown  in  favor  throughout  Austria  and  Germany.  Descrip- 
tions of  the  tonometer  with  favorable  comments  have  been  made 
by  Tschlenoff/^   Weiss/^   Schule/'   Doering/^   Doleschal/^   and 
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others.  Doleschal  made  several  hundred  tests  with  tlie  tonom- 
eter and  sphygmomanometer  for  purposes  of  comparison,  and  con- 
cluded that  the  tonometer  was  more  exact,  easier  to  apply,  and 
simpler  to  manage. 

The  tonometer  consists  of  a  pneumatic  ring,  mercury  manom- 
eter, rubber  ball,  and  rubber  tubing.  The  ring  is  made  of  metal 
and  large  enough  to  easily  slip  over  and  cover  one  of  the  phalanges. 
There  is  a  hole  in  one  side  where  the  rubber  tube  is  attached. 


Fig.  2. 


The  inside  of  the  ring  is  covered  with  a  thin  rubber  membrane 
and  is  air-tight,  the  only  place  that  air  can  enter  or  escape  being 
through  the  opening  in  the  side.  The  manometer  is  simply  a 
glass  tube  with  a  bulb  filled  with  quicksilver.  A  scale  is  attached 
Avhich  registers  up  to  260  mm.  The  tubing  is  T-shaped,  with  the 
ring,  manometer,  and  rubber  ball  attached  on  the  free  ends.  These 
parts  are  separable,  but  by  the  use  of  leather  washers  the  joints 
are  made  air-tight.     Pressure  on  the  ball  forces  the  air  into  the 
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mercury  bulb  and  pneumatic  ring,  raising  the  mercury  in  the  one 
and  distending  tiie  membrane  in  the  other.  To  slowly  regulate 
the  pressure  on  the  ball  there  is  a  small  wooden  press  with  a 
thumb-screw  in  which  the  ball  is  placed.  Professor  Gaertner  has 
designed  a  small  aneroid  manometer  which  registers  the  same  as 
the  mercury  scale  and  which  can  be  carried  in  the  pocket  (Fig.  2). 

The  technique  is  simple.  The  pneumatic  ring  is  slipped  over 
the  second  phalanx  of  one  of  the  fingers  and  the  blood  removed 
from  the  finger-tip  by  rolling  a  small  rubber  band  down  to  the 
joint.  The  rubber  ball  is  then  compressed  until  the  pressure  ex- 
erted upon  the  digital  arteries  by  the  ring  is  greater  than  that  of 
the  blood  in  the  arteries.  The  rubber  band  is  withdrawn  and 
the  finger-tip  should  remain  anaemic.  The  pressure  on  the  ball 
is  slowly  and  evenly  diminished  until  the  finger-tip  becomes  in- 
tensely red.  The  height  of  the  mercury  in  the  tube  is  then 
recorded. 

All  the  earlier  instruments  were  constructed  so  as  to  find  when 
the  pulsation  in  the  vessel  disappeared.  Professor  Gaertner 
reversed  this  and  the  tonometer  records  the  pressure  when  the 
pulsation  reappears.  The  finger  is  admirably  adapted  for  this 
purpose.  The  two  digital  arteries  provide  the  blood-supply,  and 
these  are  close  to  the  surface  and  near  the  bone,  and  so  can  be 
completely  compressed  by  the  pneumatic  ring.  When  the  rubber 
band  is  removed  and  the  finger  remains  anaemic  it  shows  that  the 
ring  is  exerting  a  greater  pressure  than  that  in  the  arterial  system. 
The  pressure  in  the  ring  is  gradually  reduced,  and  the  instant  the 
pressure  in  the  ring  is  equal  to  or  little  less  than  the  pressure  in 
the  arterial  system  the  blood  will  flow  through  the  arteries  and 
the  finger-tip  will  become  hyperaemic.  The  same  instant  a  marked 
pulsation  is  felt  by  the  patient.  The  mercury  scale  records  ex- 
actly the  amount  of  pressure  exerted  upon  the  finger,  so  that  when 
the  finger-tip  becomes  red  the  amount  registered  on  the  scale  is 
approximately  the  amount  of  blood-pressure  in  the  digital  arteries. 

The  tonometer  is  not  above  criticism,  nor  is  it  perfect,  but  it  is 
by  far  the  simplest  and  most  satisfactory  instrument  for  the  esti- 
mation of  the  blood-pressure  yet  devised.  It  must  be  absolutely 
air-tight,  and  the  rubber  ring  and  tubing  must  be  frequently 
renewed,  as  the  rubber  rapidly  deteriorates  when  not  in  use, 
especially  in  summer. 

The  difficulty  in  deciding  about  the  tension  of  a  pulse  is  well 
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known,  for  the  sense  of  touch  is  not  infallible.  As  long  as  digital 
examinations  are  made  to  study  the  blood-pressure  no  exact  deduc- 
tions can  be  made.  Oliver^^  says  that  our  knowledge  of  arterial 
pressure  is  limited  because  our  methods  and  means  of  observation 
have  been  faulty. 

The  blood-pressure  is  dependent  on  three  factors :  (1)  The 
amount  of  cardiac  power;  (2)  the  amount  of  peripheral  resistance; 
(3)  the  amount  of  blood  in  the  vessels.  The  pressure  is  usually 
determined  by  the  force  the  finger  has  to  exert  in  order  to  stop 
the  flow  of  blood  in  the  radial  artery.  Physiologically  there  are 
three  pressures:  The  maximal,  minimal,  and  middle.  The  maxi- 
mal is  the  systolic,  the  minimal  the  diastolic,  and  the  middle 
pressure  is  the  average  of  the  two.  In  general,  when  we  speak 
of  the  arterial  pressure  we  refer  to  the  middle  pressure.  To 
recognize  these  degrees  of  tension  is  an  art  and  requires  much 
skill  and  experience.  A.  FraenkeP"  claimed  that  the  tonometer 
records  only  the  maximal  pressure,  a  great  fault  of  most  of  the 
previous  instruments.  To  settle  this  point  Gaertner^^  recently 
made  some  original  and  iuteresting  experiments.  He  procured 
some  dogs  with  white  tails.  The  tails  were  shaved  and  rendered 
anaemic  by  means  of  a  rubber  band  and  the  pneumatic  ring  applied. 
When  the  pressure  in  the  ring  was  reduced  to  the  proper  point  the 
section  of  the  tail  became  red.  The  direct  pressure  was  obtained 
by  inserting  a  canula  in  the  carotid  or  crural  artery,  and  at  the 
same  time  the  pressure  in  the  vessels  of  the  tail  was  determined 
by  the  tonometer.  Different  sets  of  observers  attended  to  the  two 
readings.  The  maximal  and  minimal  pressures  were  obtained  by 
the  direct  method,  and  the  average  of  the  two  gave  the  equivalent 
of  the  middle  pressure.  In  every  test  the  tonometer  recorded 
either  the  exact  middle  pressure  or  a  few  millimetres  above  or 
below.     This  proved  the  absolute  worth  of  the  tonometer. 

The  conditions  where  an  exact  knowledge  of  the  blood-pressure 
is  important  and  even  diagnostic  are  numerous. 

A  number  of  articles  have  appeared  in  the  foreign  medical  jour- 
nals this  past  year  on  work  done  with  the  tonometer.  An  exhaus- 
tive study  of  the  arterial  pressure  in  healthy  adults  was  made  by 
Jellinek.^^  He  found  that  the  normal  pressure  in  532  soldiers 
averaged  between  100  and  160  mm.,  and  that  in  one-fourth  of 
the  cases  the  pressure  in  the  right  hand  was  greater  than  that  in 
the  left.     He  tried  the  effect  of  bathing,  eating,  marching,  and 
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shooting,  but  obtained  no  constant  results.  The  effect  of  the 
mind  on  the  blood-pressure  was  brought  out  forcibly  by  Kapsam- 
mer,-^  who  found  that  during  narcosis,  when  the  cerebral  inhibition 
was  removed,  there  was  a  fall  in  the  arterial  pressure.  Variations 
due  to  psychic  influences  were  most  marked  in  nervous  and  hyster- 
ical patients,  and  they  were  very  slight  or  even  absent  in  idiots 
and  in  phlegmatic  people.  Pilcz^^  made  some  investigations  on 
blood-pressure  in  the  insane.  In  melancholia  there  was  a  con- 
stant high  tension,  while  in  mania  it  was  low.  The  arterial  ten- 
sion in  circular  insanity  showed  during  the  maniacal  stage  an 
average  of  60  mm.,  which  rose  to  160  mm.  in  the  period  of 
melancholia.  In  the  early  stages  of  general  paralysis  the  tension 
was  normal,  but  it  gradually  sank  as  the  disease  progressed,  so 
that  the  tonometer  would  register  between  50  and  80  mm.  in  the 
terminal  stage. 

Heim^''  found  there  was  a  high  tension  in  neurasthenia  and 
hysterical  children,  and  claims  this  constitutes  an  important  diag- 
nostic point.  Neisser^^  emphasizes  the  importance  of  a  correct 
estimation  of  the  blood-pressure  at  the  bedside,  both  for  prognosis 
and  treatment.  He  has  also  found  it  of  value  in  the  prognosis  of 
acute  infectious  diseases.  One  of  the  assistants  in  NothnageFs 
clinic,  Czyhlarz,^^  ascertained  the  arterial  tension  before  and  after 
the  administration  of  digitalis  to  cases  with  uncompensated  heart- 
lesions  and  to  healthy  individuals.  He  reported  that  digitalis  in 
small  doses  had  no  effect  on  the  arterial  tension  nor  on  the  amount 
of  urine  excreted  in  persons  whose  circulatory  systems  were  nor- 
mal. The  same  dose,  however,  in  patients  with  heart  disease  caused 
an  increase  both  in  the  arterial  tension  and  in  the  amount  of  urine 
passed.  Lepsius  and  Schott,^*^  of  Nauheim,  found  by  means  of 
the  tonometer  that  the  carbon-dioxide  baths  brought  about  an 
increase  of  10  to  20  mm.  in  the  arterial  tension  of  patients  suf- 
fering from  heart  disease.  A.  FraenkeP^  described  a  case  of 
albuminuria  in  which  a  digital  examination  of  the  pulse  showed 
no  increase  in  tension  and  where  a  marked  increase  was  revealed 
by  the  tonometer.  Grebner  and  Griinbaum^^  tested  the  effect  of 
muscular  work  on  the  blood-pressure  and  found  that  there  was  an 
increase  during  the  work  which  depended  on  the  amount  of  work 
and  the  training  of  the  individual.  When  the  work  ceased  there 
was  a  fall  in  the  pressure.  They  also  showed  that  posture,  time 
.of  day,  and  respiration  influenced  the  arterial  tension.     Wagner^^ 
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claims  that  there  is  a  fall  in  the  blood-pressure  during  sleep. 
Kapsammer;^^  who  was  one  of  Albert's  assistants,  made  a  number 
of  experiments  to  discover  the  lowest  fall,  compatible  with  life, 
in  the  blood-pressure  during  operations.  In  several  of  his  cases 
where  the  tonometer  registered  below  60  mm.  there  was  a  normal 
pulse  frequence  and  respiration,  but  they  ended  fatally  in  from 
twelve  hours  to  six  days  after  the  operation.  He  believes  that  60 
mm.  is  the  lowest  limit  compatible  with  life,  and  that  the  fall  in 
pressure  has  more  prognostic  value  than  the  respiration  and  the 
pulse.  Schroder^^  studied  the  blood-pressure  after  gynecological 
operations  and  plotted  out  curves  from  the  variations  which  he 
claims  are  as  constant  after  certain  operations  as  are  temperature 
curves  in  certain  diseases. 
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XY.   Recent  Progress  in  the  Treatment  of  Acute  Lobar 

Pneumonia. 

By  JAMES   K.  CROOK,  M.D., 

NEW  YORK. 

It  may  be  doubted  Avhether  in  the  present  state  of  our  knowl- 
edge any  definite  routine  of  treatment  suitable  for  all  cases  of 
pneumonia  can  safely  be  laid  down.  Weighing  carefully  the  bulk 
of  recent  testimony,  it  would  appear  that  many  patients  would  do 
fully  as  well  without  any  drug  treatment  whatever.  According 
to  Eichhorst/  for  the  past  fifteen  years  cases  of  uncomplicated 
pneumonia  occurring  in  young  and  strong  subjects  have  received 
in  the  clinic  at  Zurich  no  medication  except  a  weak  solution  of 
phosphoric  acid.  Most  of  these  patients  have  recovered,  yet  phos- 
phoric acid  cannot  thereby  be  deemed  a  specific  for  pneumonia. 
The  patients  would  have  got  well  just  the  same  without  medicine. 
Even  under  the  most  unfavorable  circumstances,  as  Osier  points 
out,  the  disease  may  terminate  abruptly  and  naturally  without  the 
administration  of  a  dose  of  medicine.  Young  practitioners  espe- 
cially should  bear  in  mind  the  fact  that  patients  are  more  often 
damaged  than  helped  by  the  promiscuous  drugging  which  is  still 
only  too  prevalent.  All  of  the  late  writers  whose  opinions  are 
most  worthy  of  respect  concur  in  the  admonition  to  withhold 
drugs  until  the  indications  for  them  arise.  Concerning  the  most 
desirable  methods  of  meeting  the  indications,  however,  there  is 
still  more  or  less  variance.  But  it  will  be  seen  that  there  are 
many  therapeutic  procedures  regarding  the  value  of  which  men  of 
judgment  and  experience  are  practically  agreed,  so  that  the  careful 
seeker  after  information  may  easily  select  a  plan  of  treatment 
which,  if  it  will  not  hasten  the  crisis  or  cut  short  the  disease,  will 
at  least  contribute  to  the  patient's  comfort  and  possibly  tide  him 
over  dangerous  emergencies. 

On  the  Surroundings  of  the  Patient.  There  is  no  difference  of 
opinion  regarding  the  advisability  of  placing  the  patient  in  a 
cheerful,  well-ventilated  apartment,  with  a  temperature  as  nearly 
as  possible  between  65°  and  70°  F.  If  it  is  possible  to  do  this 
nothing  is  gained  by  covering  the  patient  with  the  customary 
^'pneumonia  jacket'^  of  cotton-batting  and  oiled  silk.     Alight 
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flannel  undervest  with  the  usual  night-shirt  or  gown  is  much 
more  conducive  to  the  patient's  comfort,  and  interferes  less  with 
the  physician's  examinations  as  well  as  with  the  application  of 
local  measures  of  relief.  It  is  also  agreed  that  the  patient's  food 
should  be  of  a  fluid  character,  wholesome,  and  easily  digested.  Dr. 
Andrew  H.  Smitlr  calls  attention  to  the  fact  that  the  adynamia 
is  due  to  systemic  poisoning  and  not  to  exhaustion,  and  cautions 
against  the  practice  of  overfeeding,  which  is  liable  to  intensify  the 
already  labored  respiration. 

On  the  Use  of  Poultices,  Ice,  etc.  The  time-honored  custom  of 
enveloping  the  affected  side  in  a  big  flaxseed  poultice  does  not 
meet  with  much  encouragement  in  recent  literature.  Most  writers 
ignore  the  subject  altogether,  and  those  who  refer  to  it  do  so  in 
terms  by  no  means  enthusiastic.  Broadbent^  states  that  poultices 
are  distressing  when  assiduously  applied,  and  thinks  that  a  three- 
hour  application  twice  in  twenty-four  hours  is  sufficient.  Accord- 
ing to  H.  F.  Williams,  continuous  poulticing  devitalizes.^  Blis- 
tering also  appears  to  be  losing  favor.  On  the  other  hand,  the  use 
of  cold  applications,  including  ice-bags,  has  become  a  well-estab- 
lished therapeutic  procedure  and  is  indorsed  by  almost  all  recent 
writers.  According  to  Thomas  J.  Mays,^  ice-bags  applied  to  the 
head  and  chest  relieve  fever,  lessen  the  tendency  to  convulsions  in 
children,  allay  the  irritation  of  the  nervous  system  in  adults,  limit 
and  check  the  extension  of  the  pneumonic  process  by  contracting 
the  pulmonary  capillaries  .  .  .  abate  pain  in  the  chest,  sup- 
port the  function  of  the  heart,  and  give  rest  and  comfort  generally. 
This  method  has  the  further  advantage  of  being  easy  of  application 
and  of  not  being  opposed  by  the  patient's  friends. 

Few  observers  claim  as  much  as  does  Mays  for  the  ice-bag,  but 
almost  without  exception  the  method  is  cordially  recommended  by 
recent  writers.  Sponge  baths  also  are  generally  advised.  Hare*" 
recommends  that  after  consolidation  has  taken  place,  hyperpy- 
rexia be  treated  by  cold  sponging  with  friction  and  an  ice-bag  to 
the  head  and  heart,  but  no  internal  antipyretics.  It  is  doubtful 
if  anything  we  can  do  for  our  patients  is  attended  by  less  danger 
and  is  followed  by  more  grateful  results  than  are  these  entirely 
safe  and  simple  procedures.  [Vide  articles  by  Rau,^  Walton,^ 
Williams,^  Dreschfeld,^-  and  Rees.^)  Baruch^°  believes  that  most 
of  the  indications  arising  in  pneumonia  may  be  successfully  met 
by  properly  applied  hydro  therapeutics.      According  to  Baruch, 
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this  method  of  treatment  fortifies  the  nervous  system,  stimulates 
the  heart,  renders  the  patient  comfortable  by  reducing  high  tem- 
perature and  promoting  sleep,  and  makes  for  the  elimination  of 
noxious  products  arising  from  the  presence  of  the  pneumococcus. 
The  only  discordant  note  is  that  of  Sir  Samuel  Wilks,^^  who  main- 
tains that  cold  as  well  as  hot  applications  are  harmful.  Cold 
applications  are,  of  course,  not  to  be  used  in  afebrile  cases  occur- 
ring in  old  and  feeble  persons. 

On  Bloodletting.  Almost  all  recent  writers  deplore  the  general 
abandonment  of  the  old-time  method  of  bloodletting  in  pneumonia. 
There  can  be  no  doubt  that  our  ideas  regarding  this  procedure  are 
undergoing  a  cautious  revision.  Sir  William  Broadbent  voices  the 
general  sentiment  as  follows:^  ^^  Venesection  may  be  of  great  ser- 
vice when  invasion  of  the  lung  is  so  rapid  that  the  right  ventricle 
cannot  cope  with  the  sudden  resistance  in  the  pulmonary  circula- 
tion and  is  paralyzed  by  overdistention.  Not  less  than  sixteen 
to  twenty  ounces  should  be  removed.  The  same  results  are  not 
obtained  later  when  asthenia  has  become  a  prominent  symptom, 
although  there  is  still  a  dilatation  of  the  right  heart. '^  Frederico 
Eubio^^  believes  the  abandonment  of  bloodletting  to  have  been  a 
distinct  loss.  E.  MicheP*  highly  extols  the  value  of  venesection 
as  a  standard  method  of  treatment  in  the  early  stages  of  pneu- 
monia, with  the  subcutaneous  introduction  at  the  same  time  of  a 
quantity  of  Hayem^s  solution  exactly  equalling  in  amount  the 
blood  withdrawn.  P.  K.  Pel/^  director  of  the  Medical  Clinic  at 
Amsterdam,  advocates  venesection  in  severe  dyspnoea  and  cyan- 
osis, and  believes  that  it  may  often  save  life.  Sir  Hermann 
Weber^^  believes  the  popular  prejudice  against  bleeding  in  moder- 
ation to  be  unfounded.  Professor  Hermann  Eichhorst  states  that 
venesection  is  still  indicated  for  the  pulmonary  oedema  of  pneu- 
monia, and  asserts  that  he  has  saved  many  patients  from  a  suffo- 
cative death  by  a  timely  resort  to  it.  The  change  for  the  better 
occurs  so  suddenly  that  no  one  can  doubt  the  relation  between 
cause  and  effect.  Eichhorst  is  of  the  opinion  as  a  consultant  that 
many  physicians  are  altogether  too  timid  about  resorting  to  the 
method.  Even  in  the  case  of  drunkards  or  old  persons  it  may, 
under  certain  circumstances,  be  safely  performed. 

H.  F.  Williams^  recommends  venesection  in  robust  persons,  ten 
or  fifteen  ounces  of  blooil  being  removed  from  the  general  circu- 
lation to  relieve  an  overburdened  heart.    William  Porter^^  goes  .so 
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far  as  to  order  venesection  as  soon  as  the  diagnosis  is  well  estab- 
lished; that  is,  within  four  days  at  the  furthest  from  the  initial 
chill. 

It  is  the  present  writer's  opinion,  based  on  a  careful  study  of 
the  literature  as  well  as  from  his  own  experience,  that  the  special 
indications  for  venesection  are  as  follows: 

Sthenic  type  of  the  disease  in  a  robust,  full-blooded  person  and 
in  an  early  stage. 

The  presence  of  a  forcibly  or  violently  acting  heart  Avith  accent- 
uation of  the  pulmonary  second  sound. 

Dyspnoea,  with  a  sense  of  suffocation  and  beginning  cyanosis  of 
the  face. 

These  indications  do  not  arise  often,  but  when  they  do  occur 
the  practitioner  should  be  able  to  meet  them  by  this  method,  the 
swiftest  and  most  surely  effective  at  the  command  of  medical 
science.  The  amount  withdrawn  is  not  to  be  gauged  by  drachms 
or  ounces,  but  by  the  effect  produced  upon  the  heart's  action  and 
the  respiration,  which,  if  favorable,  will  be  practically  instanta- 
neous. As  a  rule,  it  is  safe  to  abstract  as  much  as  twenty  ounces 
in  an  average-sized  adult  patient,  although  in  many  cases  half 
that  quantity  will  be  sufficient. 

On  Arterial  Sedatives,  A  strong  feeling  has  undoubtedly  arisen 
in  the  medical  world  ao^ainst  the  indiscriminate  use  of  arterial  and 
cardiac  sedatives.  Eichhorst^  strongly  decries  the  use  of  veratrum 
viride  and  tartar  emetic,  which  formerly  possessed  such  an  exten- 
sive vogue.  The  latter  drug  appears  to  have  become  all  but  obso- 
lete. So  able  an  observer  as  Hare,^  however,  still  recommends  the 
use  of  veratrum  viride  in  sthenic  cases  in  3-minim  doses  at  fifteen 
minute  intervals,  along  with  sufficient  Dover's  powder  to  lessen 
painful  cough  and  increase  diaphoresis.  Such  treatment  should 
be  continued  only  during  the  first  twelve  hours. 

Dr.  Melvin,^^  of  Colorado,  states  that  country  doctors  through- 
out the  West  still  adhere  to  veratrum  viride,  believing  that  it  will 
hasten  the  crisis  and  shorten  the  course  of  the  disease.  Walton^ 
recommends  2  to  4  minims  of  tincture  of  veratrum  viride  every 
two  hours  or  oftener,  watching  the  effect  on  the  pulse  and  gradu- 
ally bringing  it  down  to  70  or  80  per  minute.  Williams^  believes 
in  the  administration  of  aconite  in  small  doses  alternately  with 
bryonia  alba  for  sthenic  cases,  while  Hermann  Weber  still  main- 
tains that  small  doses  of  antimony  may  be  beneficial.       C.    Z. 
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Weber^^  also  recommends  antimony,  as  well  as  aconite  and  vera- 
trum  viride,  under  certain  circumstances. 

It  will  thus  be  seen  that  this  plan  of  medication  still  has  friends. 
Most  practitioners,  however,  recognize  the  danger  of  remedies  which 
depress  the  power  of  the  heart's  action,  and  it  is  not  to  be  doubted 
that  arterial  sedatives  are  used  with  much  less  freedom  than  for- 
merly. It  is  the  author's  opinion  that  the  advantages  claimed  for 
these  agents  may  be  obtained  Avith  much  greater  safety  and  with 
equal  effectiveness  by  the  persistent  use  of  cold  sponge  baths  and 
ice-bags. 

On  the  Use  of  Calomel  and  Other  Purges.  It  was  customary  at 
one  time  to  begin  the  treatment  of  pneumonia,  as  a  matter  of 
routine,  with  free  purgation,  and  the  mild  chloride  of  mercury 
was  the  agent  generally  employed  for  this  purpose.  No  recent 
writer,  however,  seems  to  indorse  this  plan.  Cathartics  are  given 
in  accordance  with  the  requirements  of  the  individual  case.  As  a 
rule,  however,  calomel  is  still  the  purgative  employed  when  such 
treatment  is  required. 

On  Antipyretics.  The  use  of  internal  antipyretics  is  mentioned 
by  almost  all  the  writers  of  the  year,  but  only  to  be  condemned. 
Eichhorst^  is  the  only  author  of  prominence  who  countenances 
their  use  in  pneumonia.  This  writer,  who  is  opposed  to  the  use 
of  cold  baths,  still  indorses  the  exhibition  of  phenacetin.  Quinine 
is  no  longer  used  for  its  antipyretic  effect,  although  several  writers 
mention  it  in  general  terms  as  being  useful.     {Vide  Ran.'') 

On  the  Use  of  Opiates.  Regarding  the  employment  of  opiates  in 
pneumonia,  the  profession  is  still  at  variance.  Wilks"  states  that 
he  is  satisfied  when  he  sees  a  patient  taking  a  saline  cathartic, 
to  be  followed  by  a  5-grain  Dover's  powder  every  four  hours. 
Dreschfeld^^  advises  morphine  for  insomnia  until  the  appearance 
of  expectoration,  when  it  may  become  dangerous.  A.  de  Winter 
Baker^''  is  enthusiastic  for  the  use  of  Dover's  powders  in  doses  of 
5  grains  every  four  hours.  Eichhorst^  states  that  opiates  should 
not  be  given,  as  a  rule.  The  suppression  of  cough  and  secretion 
and  the  resulting  stasis  in  the  bronchi  may  place  the  patient  in 
danger  of  suffocation.  Especially  to  be  avoided  are  hypodermics 
of  morphine  for  pleuritic  pain,  which  may  be  controlled  by  wet  or 
dry  cupping  or  local  applications. 

In  the  face  of  the  rather  contradictory  evidence  regarding  the 
use  of  opiates  it  would  appear  to  be  a  good  practice  to  withhold 
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them  until  positive  indications  in  the  way  of  loss  of  sleep,  severe 
pain,  or  intense  nervousness  makes  their  exhibition  necessary. 

On  the  Use  of  Alcohol.  The  best  sense  of  the  profession  at  the 
present  day  is  not  in  favor  of  the  routine  use  of  alcohol  in  pneu- 
monia, yet  all  writers  who  mention  it  admit  its  use  under  proper 
conditions.  Micher"^  believes  it  is  almost  always  indicated  in  alco- 
holic subjects.  According  to  Eichhorst,^  it  should  be  exhibited 
only  to  such  patients  as  require  a  promptly  acting  stimulant  to 
the  heart  and  perhaps  to  the  nervous  system.  Hence,  it  is  indi- 
cated, as  a  rule,  only  in  the  elderly.  In  youth,  alcohol  should  be 
administered  only  to  drunkards,  for  if  the  stimulant  in  habitual 
use  be  withdrawn  we  have  to  fear  both  heart-failure  and  delirium 
tremens.  The  antithermic  influence  of  alcohol  is  not  worth  con- 
sidering. PeP^  is  of  the  opinion  that  in  typical  cases  there  is 
almost  always  cardiac  weakness.  Alcohol  is  then  usually  urgently 
indicated,  and  often  saves  life.  J.  M.  Allen^^  gives  no  alcohol, 
while  Walton^  advocates  it  when  the  first  cardiac  sound  becomes 
weak. 

Oilman  Thompson, ^^  in  his  recent  work  on  the  Practice  of  Medi- 
cine, recommends  the  use  of  alcohol  when  the  pulse  begins  to  fail 
or  increases  in  frequency  to  120  or  over.  He  advises  10  to  20 
ounces  in  twenty-four  hours.  Osier, "^  however,  states  that  2  or 
3  ounces  of  whiskey  in  the  twenty-four  hours  constitute  a  sufficient 
dose  in  ordinary  cases.  Broadbent,^  with  his  usual  felicity  of  ex- 
pression, states  that  stimulants  are  rarely  necessary  but  often  useful, 
and  should  be  reserved  until  their  use  is  indicated.  It  does  not 
appear  that  the  carbonate  of  ammonia  is  prescribed  as  much  as 
formerly.  It  is  mentioned  in  a  casual  way  by  several  writers, 
but  is  usually  omitted  from  consideration.  It  is  the  writer's  own 
opinion  that  this  preparation  should  not  be  given  unless  the  ex- 
pectoration is  exceedingly  viscid,  tenacious,  and  difficult  to  raise. 

Digitalis  and  the  Cardiac  Tonics.  There  is  still  much  differ- 
ence of  opinion  relating  to  the  value  of  digitalis  in  pneumonia, 
but  the  weight  of  recent  experience  offers  but  little  encourage- 
ment to  its  use.  MicheP^  is  opposed  to  its  employment  in  pneu- 
monia. He  states  that  by  its  use  we  but  add  further  poison  to 
the  already  tox^emic  circulation.  There  appears  to  be  no  proof 
of  Landouzy's  claim  that  digitalis  is  an  antidote  to  the  pneumo- 
coccus.  Michel'^  prefers  the  use  of  caffeine  when  a  heart  tonic  is 
required.     Eichhorst^  also  gives  preference  to  caffeine.     He  has 
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never  been  able  to  convince  himself  that  digitalis  exerts  any  influ- 
ence whatever  on  the  inflammatory  process,  although  it  had  been 
regarded  by  Traube  and  his  followers  as  almost  a  specific. 

Eichhorst^  also  recommends  the  hypodermic  injection  of  cam- 
phorated oil  hourly  or  half-hourly  in  cases  where  cardiac  weakness 
is  extreme.  I^eV^  informs  us  that  camphor  is  the  most  trustworthy 
analeptic  known  to  medical  science.  In  cases  where  life  is  threat- 
ened from  failure  of  the  heart  it  may  be  administered  in  large 
amounts  subcutaneously  with  ether.  He  believes  that  life  may 
often  be  saved  by  this  means. 

Ran''  has  very  little  use  for  digitalis  in  pneumonia.  In  case  of 
rapid  heart  with  a  quick,  soft,  irregular  pulse  it  sometimes  does 
good  in  large  doses — say  15  or  20  minims  of  the  tincture  every 
two  hours  until  two  drachms  are  taken;  or  ^  or  -^-q  of  a  grain 
of  digitalis  may  be  given  hypodermically  to  tide  the  patient  over 
a  critical  period.  Hare^  considers  digitalis  the  best  circulatory 
stimulant,  but  it  often  fails  because  of  high  fever.  If  the  latter  is 
reduced  by  hydrotherapy,  digitalis  is  most  efficient.  Response  to 
the  drug  is  so  slow  that  10  or  12  minims  may  be  given  hypoder- 
mically, and  so  lasting  that  twelve  to  twenty-four  hours  may  elapse 
before  repetition  is  necessary. 

All  writers  mention  the  use  of  strychnine  in  favorable  terms. 
It  may  probably  be  regarded  as  our  most  valuable  cardiac  tonic 
in  pneumonia.  Perhaps  the  only  contraindication  to  its  use  is  a 
state  of  high  nervous  tension  with  active  delirium.  Nitroglycerin 
is  recommended  by  several  writers  as  a  cardiac  tonic  in  pneumonia 
in  the  one  condition  of  high  peripheral  tension.  Its  use  is  not 
advised  with  a  great  deal  of  confidence  by  recent  writers. 

On  Oxygen  Inhalations.  The  use  of  oxygen  inhalations  is  in- 
dorsed by  some  recent  medical  writers  and  stated  to  be  useless 
by  others.  It  is  admitted  to  be  safe  by  all.  Salinger^*  recom- 
mends its  use  for  fifteen  minutes  every  two  or  three  hours  when 
actual  dyspnoea  is  present.  Broadbent^  states  that  inhalations  of 
oxygen  are  of  direct  benefit  when  the  face  is  livid  and  the  lips 
blue,  and  with  strychnine  and  stimulants  may  be  instrumental  in 
saving  life.  Rau^  states  that  his  experience  with  oxygen  has 
been,  on  the  whole,  rather  disappointing.  No  recent  author 
speaks  very  enthusiastically  of  the  remedy.  One  gains  the  im- 
pression from  a  perusal  of  recent  literature  that  the  chief  advan- 
tage of  oxygen  inhalations  is  in  impressing  upon  the  patient's 
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friends  that  everything  possible  is  being  done  to  effect  relief. 
One  well-known  consultant  states  that  he  generally  despairs  of 
the  patient's  life  on  seeing  an  oxygen  cylinder  by  the  bedside  of 
a  pneumonia  patient  to  whom  he  is  called. 

On  the  Use  of  Saline  Infusions.  No  striking  contribution  to  this 
subject  is  found  in  recent  literature.  The  method  is  adverted  to 
by  several  writers,  but  they  offer  no  additions  to  our  knowledge. 
AVilliam  Ewart  and  Beaumont  PercivaP^  employed  a  saline  in- 
fusion, with  rather  disappointing  results.  The  cases  reported, 
however,  were  exceptionally  severe,  and  the  patients  were  per- 
haps incapable  of  recovery  under  any  method  of  treatment.  They 
regard  the  results  as  warranting  a  further  trial  of  the  method  in 
cases  with  anxious  prognosis. 

On  Specific  Medication,  In  a  paper-*^  read  before  this  Society  at 
its  last  meeting  the  author  considered  at  some  length  a  scheme  of 
medication  based  upon  the  discovery  of  the  pathogenic  micro- 
organism of  pneumonia.  This  plan  of  treatment  embraces  two 
separate  and  distinct  methods  of  therapeutic  procedure,  as  follows  : 

1.  The  administration  by  the  stomach  of  certain  drugs  tendmg 
to  destroy  the  pneumococcus  by  rendering  the  blood  an  unfit 
medium  for  its  culture. 

2.  The  introduction  into  the  patient's  body  of  an  animal  serum 
tending  to  neutralize  the  toxic  influence  of  the  products  of  bacil- 
lary  life.  In  his  former  paper  the  writer  presented  an  outline  of 
what  had  been  accomplished  by  this  scheme  of  treatment  up  to 
that  date.  During  the  year  which  has  elapsed  it  would  appear 
that  no  great  progress  has  been  made  in  the  direction  of  a  specific 
drug  treatment  directed  against  the  pneumococcus.  Several  con- 
tributions appear,  but  they  do  not  embrace  a  large  number  of 
cases,  and  their  results  are  consequently  not  of  special  significance. 
W.  O.  Bridges^  reports  two  cases  of  acute  lobar  pneumonia  suc- 
cessfully treated  with  sodium  salicylate,  15  grains  every  two 
hours,  and  six  successful  cases  treated  with  guaiacol  carbonate, 
in  doses  of  8,  10,  and  12  grains  every  two  hours. 

J.  M.  Allen-^  advocates  the  use  of  sodium  salicylate  in  15- 
grain  doses  with  milk  of  magnesia  every  four  hours.  He  states 
that  the  number  of  pneumococci  in  the  blood  and  sputum  were 
markedly  diminished  during  its  exhibition. 

Charles  F.  Stokes^  advocates  the  use  of  creosotal  in  accord- 
ance   with    Andrew  H.    Smith's  suggestions.      He  administers 
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this  substance  with  apparently  good  effect  in  doses  of  12  minims 
every  two  hours. 

Caccianiga^^  advises  the  internal  use  of  silver  salts  in  the  specific 
treatment  of  pneumonia,  and  reports  the  results  in  112  cases  treated 
in  this  way.  Two  and  one-half  to  three  grains  in  pill  form  are 
given  in  the  twenty-four  hours,  or  the  drug  may  be  administered 
suspended  in  mucilage.  Under  this  method  the  mortality-rate 
was  17  per  cent.,  whereas  under  other  forms  of  treatment  a  death- 
rate  of  28  per  cent,  was  observed.  Of  forty-seven  sporadic  cases 
only  three  died. 

Comini  also  successfully  treated  five  cases  with  silver  salts. 
A  sixth  case  treated  by  other  methods  died.  These  reports, 
while  somewhat  meagre,  are  on  the  whole  quite  encouraging 
and  tend  to  stimulate  further  experiment  in  this  direction. 

On  the  Use  of  Antipneumotoxin.  The  progress  of  serum-therapy 
in  acute  lobar  pneumonia  cannot  be  said  to  have  been  particularly 
brilliant  during  the  year  1900.  A  singular  dearth  of  activity  is 
apparent  in  France  and  Germany,  the  two  countries  to  which  we 
naturally  turn  for  advanced  information  in  this  department.  A 
number  of  tests  have  been  made  both  with  cultures  prepared  from 
the  blood  of  pneumonia  patients  and  with  animal  serum,  and 
several  clinical  reports  are  found  in  the  literature  of  the  year, 
but  the  net  result  appears  to  leave  us  about  where  we  were  one 
year  ago.  Clinical  experience  has  been  too  meagre  to  allow  of 
any  positive  deductions  being  made.  Further  than  this,  no 
apparent  progress  has  been  made  in  standardizing  the  antitoxic 
serum,  and  it  is  impossible  up  to  the  present  time  to  secure  a 
preparation  possessing  any  positive  stability. 

Charles  B.  Canby^°  publishes  an  account  of  the  use  of  Panels 
serum  in  three  cases.  The  results  in  these  cases  appeared  to 
demonstrate  a  high  degree  of  value  in  the  preparation,  each  case 
being  followed  by  rapid  recovery. 

J.  C.  Wilson^^  considers  in  detail  the  subject  of  serum-therapy 
in  pneumonia,  and  reports  eighteen  cases  treated  with  McFar- 
land's  antipneumococcic  serum  in  the  German  Hospital  of  Phila- 
delphia. Of  the  eighteen  cases  four,  or  22  per  cent.,  died.  Three 
of  the  fatal  cases  were  alcoholic,  while  in  the  fourth  the  history  in 
this  respect  was  unknown.  The  duration  of  the  attack  in  the 
serum  cases  was  five  to  fourteen  days.  Defervescence  usually 
took  place  by  crisis  or  rapid  lysis.     The  serum  was  administered 
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in  all  cases  hypodermically,  tlie  total  quantity  varying  from  20  c.c. 
to  460  c.c.  The  immediate  effects  were  more  marked  and  more 
favorable  in  cases  in  whicli  recently  drawn  serum  was  used  than 
in  those  in  which  it  had  been  drawn  for  a  longer  period.  They 
consisted  in  general  of  a  lowering  of  tlie  pulse-rate,  mitigation 
of  the  pain,  and  a  tendency  to  drowsiness.  No  results  could  be 
attributed  to  the  tri-kresol  in  the  serum. 

Dr.  McFarland,  in  liis  discussion  of  Wilson's  paper,  stated 
that  the  serum  was  very  difficult  to  cultivate  and  its  nature 
uncertain.  It  might  be  antitoxic  or  antimicrobic,  but  was  prob- 
ably both.  Alexander  Lambert,"^^  however,  states  that  the  anti- 
pneumotoxic  serum  is  not  bactericidal  but  bacteriolytic.  He  used 
a  horse  serum  by  subcutaneous  injection  in  twelve  cases,  with  a 
result  of  nine  recoveries  and  three  deaths.  It  seemed  to  cause  a 
slight  reduction  of  temperature  and  improvement  in  the  pulse, 
but  did  not  bring  on  a  crisis  in  any  case.  In  two  alcoholic  cases 
the  serum  had  absolutely  no  effect.  He  had  not  persisted  in  the 
use  of  the  preparation  because  he  had  been  unable  to  see  that  it 
shortened  the  disease  or  held  in  check  the  pneumonic  process. 
Antonio  Fanoni^^  reports  six  grave  cases  cured  with  antipneumo- 
toxic  serum.  In  a  subsequent  communication^^  the  same  writer 
states  that  he  has  successfully  treated  nine  additional  cases  by  the 
same  means.  Several  other  writers  report  isolated  cases  treated 
with  the  serum,  but  their  results  add  very  little  to  our  stock  of 
knowledge  on  the  subject.  The  study  of  antipneumotoxin  is  still 
in  an  elementary  phase  of  development,  and  we  must  await  fur- 
ther progress  before  expressing  positive  opinions  as  to  its  value. 
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Xyi.    Deep  Breathing  as  a  Curative  and  Preventive 

Measure. 

By  JOHN   H.  PEYOK,  M.D., 

BUFFALO. 

Some  observation  and  experience  have  led  me  to  the  following 
conclusions,  briefly  stated: 

The  efficacy  of  deep  breathing  as  a  curative  and  preventive 
measure  has  not  received  the  recognition  which  it  deserves  as 
one  of  the  most  important  and  rational  measures  we  possess.  It 
seems  fair  to  state  that  more  attention  should  be  devoted  to  the 
value  of  this  remedial  agent  in  medical  literature  and  practice. 
No  method  of  treatment  promises  so  much  in  certain  affections, 
and  none  is  so  often  disregarded.  While  oxygenation  as  a  phy- 
siological function  is  taught  and  understood,  its  therapeutic  merit 
is  not  emphasized  sufficiently.  Time  will  not  allow  anything  more 
than  a  reference  to  the  many  forms  of  malnutrition  characterized 
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by  that  complex  group  of  symptoms  ascribed  to  nervous  exhaus- 
tion, toxsemia,  indigestion,  anaemia,  etc.  Scientifically,  we  know 
that  diminished  oxidation  is  an  important  causative  factor,  yet 
how  many  times  is  the  patient  told  to  increase  the  respiratory 
function  or  taught  how  ?  While  iron  and  arsenic  may  improve 
impoverished  blood,  more  oxygenation  is  a  necessary  part  of 
thorough  treatment.  In  many  cases  inhalations  of  oxygen  are 
used  with  some  benefit,  but  the  result  depends  largely  upon  the 
frequency  of  its  employment  and  the  increase  in  respiratory  effort. 
Can  anyone  doubt  that  inexpensive  fresh  air,  which  can  be  obtained 
at  any  time,  will  furnish  all  the  oxygen  needed  if  the  lungs  are 
made  to  perform  their  function  ?  Many  women  never  take  a  full 
breath  after  adult  life  is  reached;  and  the  average  man,  who  has 
given  up  vigorous  exercise,  rarely  fills  his  lungs  to  their  full 
capacity  unless  a  life-insurance  examiner  insists  upon  a  full  in- 
spiration. As  a  rule,  breathing  becomes  a  moderately  exercised 
function  after  childhood.  The  conditions  of  modern  life  may  not 
demand  greater  activity,  but  at  times  the  interdependence  of  func- 
tions is  disturbed,  and  respiration  does  not  perform  its  part  in  the 
labor  of  repair  and  waste.  Thorough  ventilation  requires  a  habit 
of  occasionally  filling  and  emptying  the  lungs  as  completely  as 
possible.  A  certain  percentage  of  individuals  are  so  unaccus- 
tomed to  forcible  breathing  that  an  attempt  is  followed  by  exhaus- 
tion, dizziness,  or  palpitation  of  the  heart.  They  may  be  obese, 
flabby  or  chlorotic,  and  short  of  breath,  and  the  daily  practice  of 
respiratory  exercises  not  only  relieves  these  symptoms,  but  helps 
to  remove  the  cause.  The  chief  object  is  to  direct  attention  briefly 
to  the  usefulness  of  deep  breathing  in  diseases  of  the  lungs  and 
pleura.  The  greatest  benefit  is  obtained  in  subacute  or  chronic 
affections,  and  the  results  may  be  developmental,  preventive,  and 
curative.  In  the  first  class  we  may  include  the  small  or  deformed 
chest,  with  respiratory  incapacity.  A  considerable  number  of 
deformities  due  to  rickets  might  be  prevented  or  overcome  by 
increasing  gradually  the  size  of  the  chest  wall. 

In  the  second  group  may  be  included  subacute  or  chronic  bron- 
chitis, pneumonia,  and  consolidation  or  collapse  of  lung  tissue 
due  to  delayed  or  incomplete  resolution,  and  fixity  or  pressure 
caused  by  adhesions  or  presence  of  air,  gas,  or  fluid  in  the  pleural 
cavities.  When  forcible  or  deep  breathing  is  employed  at  the 
proper  time  the  benefits  to  be  derived  may  be  summarized  as  fol- 
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lows:  Increased  oxygenation  and  improved  nutrition;  changes  of 
a  mechanical  nature,  ventilation  and  disinfection,  massage  of  the 
lungs  and  pleura,  and  a  method  of  drainage.  In  the  acute  dis- 
eases of  the  respiratory  organs  there  is  a  time  for  rest  and  a  time 
for  action.  This  fact  can  be  illustrated  by  the  management  of 
so-called  atypical  attacks  of  pneumonia.  Of  late  years  the  physi- 
cian meets  more  cases  of  pneumonia,  with  a  history  of  prolonged 
illness,  slow  recovery,  and  delayed  resolution,  than  the  text-books 
would  lead  one  to  believe.  A  large  percentage  of  patients  suffer- 
ing from  lobar  or  bronchopneumonia  do  not  present  the  classical 
symptoms,  and  it  is  probable  that  epidemics  of  la  grippe  and  influ- 
enza may  explain  to  a  certain  extent  this  clinical  observation.  To 
be  sure,  a  knowledge  of  the  causative  factors  and  the  recognition 
of  mixed  infection  help  to  elucidate  a  puzzling  clinical  history, 
but  the  lengthy  course  of  the  disease,  with  subacute  manifesta- 
tions, checked  or  slow  resolution,  persistent  fever,  accompanied  by 
relapse  or  recurrence,  are  exasperating  and  often  cause  perplexity 
and  anxiety.  The  physician's  efforts  to  secure  or  hasten  recovery 
are  many  times  unavailing  or  disappointing.  The  physical  re- 
sistance is  insufficient,  and  the  infection,  reinfection,  and  invasion 
of  new  territory  continue.  Rest  and  the  exhibition  of  drugs  cease 
after  a  time  to  be  beneficial,  and  the  accepted  plan  is  to  support 
the  patient  and  wait.  There  is  a  time  when  free,  forcible  action 
of  the  affected  lung  will  be  more  successful  than  all  other  methods 
of  treatment  combined.  After  the  acute  symptoms  have  subsided 
and  the  period  of  expected  resolution  has  passed  deep  breathing 
may  be  tried  and  gradually  increased.  The  idea  is  to  stimulate 
return  of  function  and  promote  the  removal  and  absorption  of 
morbid  material.  I  have  repeatedly  seen  more  improvement  in 
a  few  days  by  obtaining  a  forced  entrance  and  expulsion  of  air 
than  other  methods  have  accomplished  during  long  periods. 
Normal  circulation  is  promoted  and  absorption  encouraged,  air 
is  made  to  enter  collapsed  or  occluded  portions  of  the  lung,  and 
cough,  if  increased  temporarily,  assists  in  removing  the  exudate 
and  inflates  closed  areas.  It  must  be  remembered  that  the  ten- 
dency is  to  recovery,  and  the  stimulating  effect  of  action  is  much 
like  motion  to  a  long-disused  joint.  Many  times  the  victims  of 
protracted  pneumonia  or  bronchitis  are  kept  too  long  indoors. 
When  the  weather  will  permit  the  patient  should  be  made  to 
go  into  the  open  air   as  soon  as  consistent  with  wisdom.     The 
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dangers  of  unheated  air  are  apt  to  be  exaggerated,  and  cases  are 
occasionally  kept  in  heated  rooms  and  deprived  of  fresh  air  in- 
definitely until  decided  weakness  and  mental  and  physical  apathy 
supervene.  Pure  air  and  sunlight  are  the  natural  and  most 
efficient  remedies  in  thoracic  disease.  The  precautions  to  be 
mentioned  are  warm  clothing,  protection  from  inclement  winds, 
and  accustoming  the  invalid  to  the  change.  It  is  sometimes 
entirely  unnecessary  to  wait  for  a  normal  temperature  before 
venturing  into  the  outer  air.  Slight  fever  may  continue  much 
longer  if  the  trial  is  postponed.  In  some  instances  outer  air  can 
be  supplied  through  a  tin  tube  extending  from  the  window  to 
the  bedside,  and  a  number  of  deep  inspirations  practised  several 
times  a  day.  The  breathing  exercises  must  be  taught  and  watched, 
otherwise  the  effort  will  be  feeble  and  partial.  It  should  be  made 
a  form  of  hard  work,  administered  several  times  a  day.  The 
patient  must  be  made  to  take  five  or  ten  deep,  full  inspirations 
and  expire  the  air  as  completely  as  possible.  Observation  will 
show  that  complete  expiration  of  air  is  much  more  difficult  to 
obtain  than  a  full  inspiration.  Paroxysms  of  coughing  produced 
by  distention  of  unused  lung  tissue  should  not  be  regarded  as  a 
contraindication.  The  number  of  respirations  may  be  gradually 
increased  and  the  task  performed  with  greater  frequency.  Some 
device,  such  as  a  tube  or  inhaler,  may  hold  the  patient's  attention 
and  insure  co-operation.  The  belief  that  some  medicament  will 
prove  beneficial  may  incline  the  indolent  patient  to  conscientious 
trial  when  admonition  fails.  Various  remedies  used  in  inhalers 
may  soothe  the  upper  air  vessels,  but  any  direct  effect  beyond  this 
has  no  physiological  or  clinical  basis.  The  remarkable  results 
claimed  for  inhalations  in  diseases  of  the  chest  depend  very  largely 
upon  pulmonary  exercises.  Quackery  is  not  always  associated 
with  ignorance.  Delayed  resolution  and  lasting  consolidation  are 
sometimes  regarded  as  an  effect  rather  than  a  phase  of  pneumonia. 
The  facts  cannot  be  emphasized  too  strongly  that  recovery  is  not 
complete  and  no  case  should  be  dismissed  until  conditions  which 
cripple  the  hiug,  cause  chronic  invalidism,  and  endanger  the  life 
of  the  patient  have  vanished.  Resolution  may  be  delayed  for 
days,  months,  or  years.  It  is  difficult  to  decide  when  incomplete 
resolution  is  permanent.  Too  often  consolidations  with  pleuritic 
adhesions  are  allowed  to  remain  without  a  radical  attempt  to 
ameliorate  or  remove  them  and  thus  avoid  loss  of  function.     The 
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respiratory  capacity  is  lessened,  the  play  of  the  lung  limited,  ven- 
tilation is  inadequate,  and  chronic  changes  occur  in  the  form  of 
interstitial  pneumonia,  bronchiectasis,  phthisis,  and  pulmonary 
collapse  or  carnification.  The  symptoms  appear  soon  after  an 
attack  of  pneumonia.  The  patient  complains  of  shortness  of 
breath  or  dyspnoea  on  exertion,  palpitation  of  the  heart,  weari- 
ness and  pain  over  the  affected  side,  often  increased  by  deep 
inspiration.  There  is  frequently  neuralgia  of  the  intercostal  or 
subscapular  nerves,  and  occasionally  the  neuralgia  is  the  only 
symptom  of  continued  discomfort.  These  unfortunate  conditions 
do  not  at  all  times  receive  proper  attention.  They  are  overlooked 
or  neglected,  and  proper  means  are  not  used  to  prevent  or  correct 
them.  The  patient  should  be  warned  of  the  danger  and  efforts 
made  to  eradicate  them  at  an  early  and  opportune  time.  Func- 
tions should  be  restored,  if  possible,  before  irreparable  changes 
occur.  While  fully  realizing  the  necessity  for  constitutional 
treatment,  it  is  not  prompt  or  effectual,  as  a  rule,  unless  the 
lung  is  urged  to  resume  its  work.  If  we  could  handle  a  consoli- 
dated piece  of  lung  tissue,  fettered  by  fresh  adhesions,  we  would 
squeeze  the  mass  to  expel  exudate,  force  air  into  collapsed  ves- 
icles, establish  free  motion  by  stretching  or  tearing  adhesions, 
and,  in  a  word,  use  massage.  The  only  method  by  which  these 
simple  rules  of  action  can  be  enforced  is  by  forcible  respiration. 
The  exudate  is  removed  principally  by  absorption,  but  its  expul- 
sion and  removal  by  expectoration  can  be  promoted.  The  forcible 
expiratory  act  and  the  cough  is  our  only  system  of  direct  drain- 
age. If  the  cough  is  persistent  and  troublesome,  then  the  nose 
and  pharynx  should  be  examined  and  treated.  Cough  not  accom- 
panied by  expectoration  is  almost  invariably  due  to  an  irritable 
pharynx,  and  sedative  applications  will  remove  the  annoying 
feature. 

In  considering  the  benefits  of  a  change  of  climate,  the  impor- 
tance of  new  scenes,  environment,  and  habit  must  be  remembered, 
but  the  essential  requisites  are  an  atmosphere  which  will  allow 
out-of-door  life  and  free  use  of  pure  air.  It  is  a  serious  mistake 
to  expect  climate  alone  to  cure,  and  send  invalids  away  with  scant 
instruction.  Most  people  are  naturally  inclined  to  restricted  or 
partial  breathing,  and  a  person  with  a  crippled  lung  is  only  too 
apt  to  complain  of  difficulty  in  respiration  and  shrink  from  added 
exertion  which  may  cause  discomfort.     He  must  be  taught  that  a 
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change  of  climate  gives  an  opportunity  for  proper  treatment  which 
must  be  utilized,  for  the  reason  that  motion  is  applied  to  a  joint 
that  may  otherwise  become  ankylosed.  The  fear  of  hemorrhage 
from  a  free  use  of  a  partially  collapsed  or  consolidated  lung  is 
slight.  Congestion  is  diminished  and  the  circulation  equalized 
unless  the  air  admitted  is  unduly  rarefied.  Aneurisms  of  small 
arteries  are  not  found  associated  with  the  condition  described. 
When  pleuritic  adhesions  are  stretched  or  the  roughened  surfaces 
of  the  pleura  are  subjected  to  greater  friction  discomfort  may  be 
produced  and  there  may  be  complaint  of  pain.  This  is  usually 
mild  in  character  and  evanescent.  The  greatest  deformity  and 
most  complete  and  lasting  loss  of  function  follow  from  continued 
pressure  from  effusion  in  the  pleural  cavity.  This  is  sometimes 
unavoidable,  but  there  can  be  no  doubt  that  needless  damage  is 
done  by  neglecting  to  remove  the  fluid  before  great  distention 
and  pressure  occur  and  by  failing  to  procure  expansion  of  the 
collapsed  lung  while  it  is  possible.  Compensatory  curvature  of 
the  spine  and  retraction  of  the  ribs  are  permitted  to  till  a  vacuum 
when  repeated  and  vigorous  efforts  to  repair  the  damage  to  the 
lung  might  prevent  loss  of  power  and  usefulness.  It  is  extremely 
interesting  to  observe  the  return  of  the  breath-sounds  and  an  in- 
crease followed  by  gradual  disappearance  of  friction-sounds  when 
respiratory  exercise  is  successful.  Any  part  of  the  lung  structure 
which  can  be  made  pervious  to  air  is  a  distinct  gain,  and  it  is  very 
important,  as  a  matter  of  relief  and  compensation,  to  increase  the 
capacity  of  the  unaffected  and  overburdened  lung  so  far  as  pos- 
sible. The  residual  pulmonary  tissue  often  only  supports  life 
under  irksome  conditions.  The  respiratory  power  can  be  enhanced 
to  a  remarkable  degree  and  the  chances  for  a  useful  life  greatly 
improved  by  securing  supplemental  activity  and  development. 
In  every  case  where  relief  is  possible  the  attempt  should  be  made 
to  lessen  or  prevent  the  distress  of  chronic  invalidism.  The 
results  may  be  tardy  and  the  treatment  often  prolonged.  Time, 
patience,  and  determination  are  required.  The  most  prompt  and 
promising  results  are  noticeable  in  subacute  bronchitis.  Deep 
breathing  removes  secretions  and  the  sibilant  breathing,  particu- 
larly if  the  expiratory  effort  is  thorough.  Xormal  circulation  is 
promoted  and  local  congestion  disappears. 

No  attempt  has  been  made  to  present  the  technicalities  of  this 
subject,  such  as  pneumatic  differentiation  and  its  application  in 
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emphysema  and  asthma.  Some  years  ago  the  pneumatic  cabinet 
was  much  employed  in  the  treatment  of  pulmonary  disease,  and 
extravagant  results  have  been  claimed  by  enthusiasts.  At  present 
its  importance  as  a  method  of  administering  serotherapy  is  disre- 
garded and  underestimated.  When  the  patient  can  come  to  the 
physician's  office  the  pneumatic  cabinet  wiJl  yield  results  superior 
to  any  other  method  of  respiratory  exercises.  The  inspiratory  and 
expiratory  effort  may  be  made  difficult  or  easy  and  graduated  as 
to  time  and  the  amount  of  exertion.  The  atmospheric  pressure 
upon  the  chest  wall  can  be  diminished  to  about  fourteen  pounds 
to  the  square  inch,  and  greater  expansion  can  be  obtained  than 
by  the  patient's  unaided  efforts.  The  blood  is  driven  out  of  the 
congested  lung  into  the  general  circulation  when  the  air  about  the 
patient  has  been  rarefied.  As  a  rule,  the  treatment  can  be  given 
but  once  a  day,  and  should  be  supplemented  by  instructions  to 
practice  at  home  or  in  the  open  air.  Physical  exercises  to  be 
combined  with  deep  breathing  are  described  by  several  authors, 
and  a  valuable  hint  is  to  advise  the  patient  to  take  a  deep  breath 
while  Avalking  and  count  ten  slowly  during  the  inspiration  and 
expiration.  The  effort  can  be  gradually  prolonged  or  timed  by 
the  watch.  The  voluntary  muscles  must  be  called  into  play  and 
strict  attention  paid  to  the  expiratory  effort.  I  purposely  refrain 
from  advising  or  discussing  exercises  which  compel  rapid  breath- 
ing. The  subject  is  too  extensive,  but  a  final  hint  may  be  of 
value,  viz.,  strenuous  general  exercise  which  increases  the  heart's 
action,  and  the  depth  and  frequency  of  the  respiratory  effort  may 
be  beneficial  or  quite  harmful  if  overdone.  My  remarks  have 
been  limited  to  a  simple  therapeutic  measure  and  a  reference  to 
methods  which  are  safe  and  applicable  in  the  class  of  cases  men- 
tioned. 
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Interpleural  pathology  is  exceedingly  interesting,  and  a 
practical  understanding  of  its  various  conditions  is  of  vital 
importance  in  the  welfare  of  the  individual.     Any  disturbance 


PLEUROPERICARDIAL    ADHESIONS.  235 

in  the  physiological  process  of  respiration  impairs  the  metabolic 
process  and  vital  energy  suffers.  In  health,  owing  to  the  smooth- 
ness and  moisture,  there  is  no  sound  produced  by  the  colliding 
of  the  pulmonary  and  costal  pleura. 

When  pathological  conditions  of  the  pleura  take  place,  then  this 
is  accompanied  by  various  degrees  of  sound,  the  product  of  pleu- 
ritic attrition  or  tension  of  fine  and  coarse  adhesions  and  of  plastic 
exudation  matter.  From  the  first  congested  bloodvessels  to  the 
final  covering  of  the  pleurse  with  lymph  every  step  of  the  patho- 
logical process  is  characterized  by  its  appropriate  physical  and 
rational  signs. 

Physical  Signs.  First,  muffled  sounds;  second,  alteration  of 
the  respiratory  murmur;  then  follow  the  numerous  sounds  known 
as  soft,  gurgling,  harsh,  tearing,  rattling,  creaking,  crackling,  dry, 
fine,  etc. 

Rational  Signs.  Increased  respiration,  quickened  pulse,  dysp- 
noea, short,  hacking  cough  when  the  adhesions  are  at  the  upper 
part  of  the  lungs,  spasmodic  when  in  the  lower  interpleural  region. 
Then  may  follow  bronchorrhoea,  asthma,  haemoptysis,  dyspepsia, 
perspiration  at  night,  loss  of  strength,  and  emaciation,  and  when 
it  reaches  an  extensive  chronic  condition  all  the  diagnostic  signs 
are  significant  of  fibroid  phthisis. 

A  very  intimate  reflex  sympathy  exists  between  the  bronchia 
and  the  pleurae.  An  uncomplicated  case  of  bronchitis  is  not  as 
common  as  is  generally  supposed,  for  it  is  more  often  dependent 
on  pathological  conditions  of  the  lungs,  pleurae,  or  the  upper  air 
passages.  A  correct  diagnosis  is  exceedingly  important  in  the 
treatment  of  this  disease — that  the  physical  signs  should  signify 
the  pathological  conditions.  In  the  treatment  of  bronchorrhoea  for 
bronchitis,  when  the  interpleural  pathology  is  ignored  the  lung  is 
permanently  crippled. 

Early  recognition  of  pleuroplastic  exudation,  with  proper  treat- 
ment, will  in  ordinary  cases  promote  its  entire  absorption  and  so 
prevent  the  plastic  becoming  organized  into  a  fibrous  condition. 

The  following  is  a  case  in  point  : 

Case  I. — Mme.  M.  de  B.,  aged  thirty-four  years,  a  prominent  public 
singer,  lost  her  voice,  and  in  consequence  gave  up  her  engagements. 
In  October,  1879,  she  applied  for  treatment.  Before  she  came  under 
my  care  her  family  physician  gave  her  local  treatment  for  laryngitis 
without  any  permanent  relief. 
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A  physical  examination  revealed  the  following  conditions :  Nasal 
stenosis  from  hypertrophied  turbinated  tissue  ;  vocal  bands  quite  thick- 
ened and  ecchymosis  of  the  vocal  cords ;  laryngitis,  with  profuse 
bronchorrhoea.  Physical  examination  of  the  chest  showed  moist, 
tearing  rales  with  each  respiration  in  the  subscapular  region  of  the 
right  lung,  cough,  and  rise  of  temperature  each  day,  the  patient 
losing  flesh. 

Appropriate  treatment  was  given  to  remove  the  pleuroplastic,  fol- 
lowed by  pulmonary  gymnastics  to  re-establish  the  normal  condition 
of  pleura  and  lung,  together  with  the  restored  nasal  respiration.  In 
three  mouths'  time,  with  voice  restored,  she  returned  to  her  profes- 
sional duties. 

Many  a  singing  voice  is  injured  under  similar  conditions  by  neglect, 
crippling  the  lung  by  organized  adhesions,  the  result  of  unabsorbed 
pleuroplastic. 

Case  II. — Mrs.  A.  R.,  aged  forty-fcur  years,  Connecticut,  was 
admitted  to  my  private  hospital  in  the  autumn  of  1878. 

Several  years  before  she  had  pleuropneumonia,  and  since  then  had 
frequent  colds,  with  short,  spasmodic  cough  and  gradually  increasing 
dyspnoea.  She  said  she  had  frequent  spells  of  dyspnoea  and  a  dis- 
turbed heart  and  circulation,  accompanied  with  considerable  distress. 

The  physical  examination  showed,  under  percussion,  a  general  flat- 
ness, with  raised  pitch  over  most  of  the  chest.  Auscultation  revealed 
rales  over  both  lungs.  Below  the  scapula  and  at  the  lower  border  of 
the  right  interscapular  space  they  were  moist,  coarse,  and  gurgling. 
From  the  right  axilla  to  the  diaphragm,  dry  and  creaking  rales. 
Under  the  left  scapula  there  w^ere  fine,  crepitant,  and  subcrepitant 
dry  rales,  and  under  the  left  clavicle  there  were  mucous  gurgles. 
The  heart  had  a  systolic  murmur  at  the  apex.  The  impulse  was  felt 
high  up  and  also  in  the  second  interspace. 

The  diagnosis  from  this  examination  was  extensive  pleuroplastic 
exudation,  forming  adhesions  between  the  pleura  and  pericardium 
that  had  drawn  the  heart,  lungs,  and  diaphragm  upward.  As  a 
consequence  of  these  changes  the  cardiac  and  vascular  complications, 
with  accompanying  dyspnoea,  were  excited  by  slight  irritation ;  there 
were  no  other  serious  lesions. 

A  few  days  after  she  came  under  my  care  she  went  out  for  a  walk, 
and,  as  there  was  a  cool  wind,  she  very  soon  returned  Avith  one  of  her 
"  spells,"  as  she  called  them.  I  saw  her  immediately  on  her  return. 
Her  face  had  a  look  of  distress  and  was  cyanotic ;  respiration  short 
and  hurried  ;  heart-sounds  feeble  and  irregular ;  extremities  and  sur- 
face of  body  cold.  She  was  at  once  put  to  bed,  and  nitrite  of  f^myl 
was  given  by  inhalation,  while  warm  flannel  was  applied  to  the  chest, 
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arms,  and  feet ;  afterward  hot-water  bags.  Nitroglycerin  was  admin- 
istered. 

By  these  prompt  measures  the  circulation  soon  returned  to  the  ex- 
tremities and  to  the  surface  of  the  body  ;  the  heart  was  relieved  ; 
spasms  of  the  diaphragm  and  other  respiratory  muscles  were  over- 
come. She  improved  under  treatment,  having  gained  in  weight  and 
in  slight  expansion  of  the  chest,  the  action  of  the  heart  and  diaphragm, 
and  vital  energy  much  improved.  She  returned  to  her  home,  and  two 
years  after  died  of  pneumonia. 

Autopsy.  Heart:  Upper  border  of  the  heart  on  a  line  with  lower 
edge  of  first  rib.  Apex  on  a  level  with  the  lower  edge  of  fourth  rib 
and  three  inches  from  the  median  line. 

Firm  adhesions  from  the  pleura  to  the  pericardium  ;  ventricles  dis- 
tended by  post-mortem  clots ;  pulmonary  valve  thickened ;  aortic 
valves  somewhat  atheromatous. 

Lungs:  Right  lung,  old  adhesion  over  entire  lung,  abundant  in  the 
upper  lobe  and  attached  by  fibrous  adhesions  to  the  pericardium,  and 
the  lower  lobe  to  the  diaphragm. 

Left  lung,  a  large  amount  of  old  adhesions;  at  apex,  fibrous  bands 
bound  the  costal  and  pulmonary  pleura  together.  Lower  lobe,  new 
fibrous  tissue  and  red  hepatization. 

Kidneys  and  liver  normal. 

The  steps  in  the  pathological  history  of  this  case  were,  first,  pleurisy 
with  plastic  exudation,  which,  becoming  organized,  formed  adhesions 
of  the  pleurae  ;  pleuropericardium  and  pleurodiaphragm,  crippling  the 
respiratory  function  of  the  lungs,  inducing  pneumonia  and  followed 
by  all  the  subsequent  diseased  conditions  in  the  pleura,  lungs,  and 
heart. 

In  the  year  1876, 1  accepted  the  kind  invitation  of  the  late  Dr. 
J.  R.  Leaming,  of  Xew  York,  to  study  with  him  the  diseases  of 
respiration  in  his  service  at  St.  Luke^s  Hospital  and  other  places. 

AVe  are  indebted  to  Dr.  Learning  for  calling  the  attention  of 
the  profession  to  interpleural  pathology.  Xow^,  after  the  lapse 
of  more  than  a  quarter  of  a  century,  his  views  respecting  it  have 
been  generally  accepted. 

Most  excellent  opportunities  were  presented  at  St.  Luke's  to 
study  pulmonary  diseases,  as  to  diagnosis,  treatment,  and  prog- 
nosis. Our  diagnoses  in  many  cases  were  shown  by  the  post- 
mortem. 

The  following  interesting  case  I  saw^  at  the  hospital.  I  give 
the  history  of  this  case  from  Dr.  Leaming's  report  of  it : 
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Pietro  A.,  aged  twenty-nine  years,  Italy,  sailor,  admitted  to  St. 
Luke's  Hospital  May  1,  1877;  had  articular  rheumatism,  for  which 
he  was  successfully  treated  with  salicylic  acid. 

Jane  10th.  Was  examined  with  the  expectation  of  discovering  heart 
lesions,  but  none  were  found  ;  but  there  were  signs  of  a  cavity  under 
the  clavicle  of  the  left  side.  Dry,  crackling  rales  were  found  over  the 
left  side,  and  in  the  region  of  the  heart  there  were  a  few  rales  syn- 
chronous with  the  heart-beat. 

Diagnosis.  Cavity  in  clavicular  region ;  old  adhesion  over  whole 
of  lung  ;  also  adhesions  between  the  left  lung  and  the  pericardium. 
Eight  lung  free.  Patient  says  he  had  had  cough  for  some  time; 
complains  of  no  pain,  and  did  not  think  he  had  any  disease  of  the 
chest. 

20th.  Patient  has  had  high  temperature  for  a  day  or  two.  Exam- 
ination shows  abundant  soft  rales  in  left  side,  large  and  small,  which 
have  supplanted  the  dry  rales  synchronoiis  with  the  heart's  motion. 

July  1st.  Patient  is  losing  flesh,  and  has  cough  with  purulent  ex- 
pectoration. A  creaking  sound  is  heard  in  the  region  of  the  heart, 
synchronous  with  the  movements  of  the  lungs  and  also  with  that  of 
the  heart. 

August  1st.  Patient  failing  ;  considerable  expectoration,  difficult 
breathing,  hectic,  and  night-sweats. 

September  Sd.  Patient  complains  of  severe  pain  in  the  right  side, 
with  increased  dyspnoea.  Examination  showed  moist,  tearing  rales 
with  each  respiration  over  right  lung,  the  one  hitherto  healthy.  On 
the  left  side,  in  front,  a  harsh,  leathery  creak  is  heard,  but  no  rales  syn- 
chronous with  the  heart's  motion,  although  it  is  evidently  restrained  ; 
behind,  low  down,  there  are  numerous  dry,  subcrepitant  rales. 

14:th.    Died  at  5  p.  m. 

Post-mortem  by  T.  L.  Stedman,  M.D. 

September  15thj  seventeen  hours  after  death.  Right  side  of  chest; 
adhesions  over  whole  lung,  attaching  it  to  the  chest- wall,  but  soft  and 
easily  separated  by  the  finger.  Left  side,  the  lung  is  firmly  adherent 
to  the  chest  wall  and  also  to  the  pericardial  sac,  and  could  be  sepa- 
rated from  them  only  by  dissection.  There  is  a  dry  tubercular  or 
caseous  deposit  in  upper  part  of  the  right  lung  and  a  good-sized  cavity 
in  upi^er  part  of  the  left. 

It  will  be  seen  that  the  soft  adhesions  easily  detached  in  the 
right  pleural  cavity  agree  in  age  entirely  with  the  appearance  of 
the  moist  rales  of  September  3d.  The  evidence  is  decisive,  for 
there  was  no  disease  of  the  lung  or  of  the  bronchia  to  cause  rales. 
The  dry,  harsh  rales  of  the  left  side  also  agree  in  physical  cobdi- 
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tions  (firmly  adherent;  could  only  be  separated  by  dissection)  in 
age  with  the  time  they  had  been  under  observation.  In  both 
sides  the  age  of  the  adhesions  was  correctly  diagnosticated  by  the 
physical  signs.  Another  very  interesting  fact,  and  of  practical 
importance,  is  brought  clearly  into  the  light,  viz.,  that  of  diag- 
nosticating adhesions  between  the  pericardium  and  the  lung  and 
between  the  pericardium  and  the  mediastinum  by  the  signs  of 
rales  synchronous  with  the  heart's  motion.  These  signs  are  not 
uncommon,  and  are  additional  evidence  of  the  interpleural  origin 
of  all  rales.  Cog-wheel  respiration  is  due  to  adhesions  between 
the  lung  and  the  pericardium.  If  the  patient  takes  a  full  inspira- 
tion the  bronchorespiratory  murmur  will  be  interrupted  by  each 
beat  of  the  heart  during  the  inspiration  and  also  during  the  time 
while  the  breath  is  held.  The  motion  of  the  heart,  bringing  into 
sudden  tension  the  adhesions,  stops  the  respiratory  sound  for  an 
instaut  at  each  beat.  If  the  attention  is  fixed  upon  the  recurrence 
of  these  interruptions  it  will  sometimes  be  possible  to  analyze  this 
short  rhouchus  and  to  distinctly  recognize  that  it  is  made  up  of 
fine,  crepitant  rales.  Occasionally  it  is  heard  to  the  right  of  the 
sternum  near  the  cartilage  of  the  sixth  rib  and  at  the  diastole  of 
the  heart,  simulating  aortic  regurgitant  murmur,  except  that  it  is 
not  heard  to  the  left  of  the  sternum.  In  this  position  its  crepi- 
tant quality  may  be  very  manifest.  The  adhesions  are  between 
the  pericardium  covering  the  right  auricle  and  the  right  lung. 
When  the  pericardium  is  attached  to  the  mediastinum  a  systolic 
murmur  of  the  heart  may  result,  so  that  interpleural  signs  falsely 
interpreted  lead  to  incorrect  diagnosis  as  regards  diseases  both  of 
the  heart  and  of  the  lungs.  Many  other  cases  are  recorded  which 
furnish  equally  strong  proof  of  the  correctness  of  the  views  here 
advocated. 

I  present  here  for  your  inspection  two  colored  wax  models 
representing  pleuropneumonia  of  the  right  lung,  with  a  large 
amount  of  plastic  exudation  with  pleuropericardial  and  diaphrag- 
matic adhesions  (Fig.  1).^  The  subject  is  a  child  taken  from  the 
morgue,  without  obtaining  any  previous  history. 

The  same  interpleural  pathological  conditions  are  found  in 
cattle  as  in  human  beins-s. 


1  From  the  author's  illustrated  work  (now  in  course  of  preparation)  on  the  Respiratory 
Organs,  their  Anatomy.  Physiology,  and  Pathology.  Illustrations,  in  colors,  with  instructive 
and  descriptive  text. 
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I  had  an  excellent  opportunity  to  prove  this  during  the  summer 
of  1879.  A  committee  was  appointed  by  the  United  States  Gov- 
ernment, with  General  Patrick  as  president,  having  for  its  object 
the  stamping  out  of  the  contagious  pleuropneumonia  in  cattle. 

By  the  kindness  of  the  committee,  Dr.  Leaming  and  myself 
were  invited  to  examine,  by  auscultation  and  percussion,  the  cattle 
before  they  were  slain,  in  order  to  form  a  diagnosis  to  be  verified 
by  an  immediate  post-mortem  examination. 

On  August  28th,  on  the  dock  at  Thirty-eighth  Street  and  Hud- 
son River,  several  cows  were  examined.  One  was  an  acute  case, 
and  the  right  lung  was  affected.  The  cow  had  been  sick  only  a 
few  days.  Dulness  was  complete  over  the  lung,  with  bronchial 
breathing  over  the  middle  portion,  without  rales.  There  were 
rales  over  the  siioulder  and  the  diaphragm. 

Post-mortem  examination  showed  consolidated  lung,  and  false 
membrane  covered  the  lung  and  extended  into  the  intralobular 
and  peribronchial  spaces.  Pleuritic  adhesion  at  the  diaphragm 
and  under  the  shoulder.  Fluid  separating  the  pleurae  in  the 
middle  of  the  lung  where  there  were  no  rales.  Auscultation  on 
the  left  lung  showed  a  muffled  respiratory  murmur,  slightly 
rough,  moist,  soft  rales,  almost  inaudible,  showing  hypersemio 
lung  with  interpleural  plastic  exudation. 

Post-mortem  showed  commencing  plastic  exudation  moistening 
the  pleura,  and  in  some  spots  false  membrane  had  commenced  to 
organize. 

In  all  cases  examined  rales  indicated  adhesions,  and  the  post- 
mortem verified  this  condition. 

I  present  for  your  inspection  a  colored  photograph  (Fig.  2) 
from  my  collection  of  bovine  pleuropneumonia,  showing  organ- 
ized pleuroplastic  adhesions  to  the  chest  wall  and  the  fibroid 
condition  of  the  lung. 

From  these  few  cases  it  may  be  seen  that  in  adhesions  from 
pleuroplastic  exudation  the  complication  of  heart  and  diaphragm 
is  of  very  serious  importance. 


Fig.  2.— Bovine  pleuropneumonia. 

Nos.  1,  2.    b,  b,  healthy  lobes ;  a,  a,  consolidated  lobes ;  a,  healthy  lobes. 

No.  3.    b,  c,  d,  artery,  vein  and  bronchi. 

No.  4,    a,  cavity ;  b,  thickened  pleura. 

No.  5.    a,  lung  with  fibroid  consolidation  ;  b,  thickened  pleura  attaching  lung  to  rib,  c. 
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To  obtaia  a  correct  diagnosis  of  the  pathological  conditions  of 
respiratory  and  cardiac  diseases  necessitates  a  careful  investiga- 
tion by  rational  and  physical  signs. 

Rational  signs  as  a  premonition  lead  up  to  the  vastly  more  im- 
portant investigation  of  the  physical  signs. 

The  physical  examination  of  the  chest  by  means  of  percussion 
and  auscultation  requires  most  positive  conditions  to  attain  a  cor- 
rect diagnosis — the  weal  or  woe  of  the  afflicted  individual  depends 
on  its  proper  interpretation. 

An  educated  and  experienced  ear  makes  an  early  and  correct 
diagnosis  certain  and  to  the  employment  of  such  measures  in  the 
very  beginning  as  will  lead  to  recovery. 

Every  auscultator  should  possess  an  ear  with  perfect  hearing 
and  educated  to  recognize  and  appreciate,  first,  normal  chest- 
sounds  as  being  absolutely  important  to  a  correct  knowledge  of 
pathological  chest-sounds  in  very  numerous  varieties,  every  one 
of  which  makes  known  a  condition.  He  should  be  familiar  with 
the  laws  of  acoustics,  so  as  to  know  how  to  appreciate  heart,  pul- 
monary, and  pleural  sounds  as  they  pass  from  the  point  of  incep- 
tion through  the  various  tissues  to  the  ear  of  the  auscultator. 

In  diseases  of  the  pleura  it  is  exceedingly  important  that  a  phys- 
ical examination  and  a  diagnosis  be  made  early,  so  that  prompt 
treatment  may  be  given  to  combat  the  inflammation,  remove  plastic 
exudation,  and  restore  the  respiratory  function  by  pulmonary  ex- 
ercise. Failure  in  this,  the  plastic  exudation  becomes  organized, 
adhesions  and  contractions  cripple  the  pulmonary  function  and 
the  power  of  oxidation  a  physiological  necessity. 

In  an  inflammation  of  the  arm  preventing  motion  no  one  would 
stop  short  of  removing  the  inflammation  only,  but  would  by  all 
means  restore  the  crippled  function  of  motion.  Vastly  more  im- 
portant is  it  to  restore  to  health  the  physiological  process  of  respi- 
ration so  necessary  in  vital  energy. 

Time  allotted  me  will  not  permit  extending  this  important  sub- 
ject in  detail,  but  suffice  it  to  say  that  in  diseases  of  the  pleura, 
lungs,  or  heart  an  intelligent  diagnosis  is  all-important  to  success- 
ful treatment. 

Interpleural  thickening  and  adhesions,  as  made  known  by 
autopsies,  are  among  the  most  frequent  of  pulmonary  diseases, 
and  demand  skilful  and  early  diagnosis  and  treatment  in  order  to 
prevent  thickened  pleurae  and  organized  adhesion  that  contract 
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and  cripple  the  normal  function  of  the  lung  and  hinder  blood 
oxidation,  so  necessary  to  the  welfare  of  the  tissues. 

I  sincerely  trust  that  with  the  beginning  of  the  century  it  may 
usher  in  an  era  of  rational  medicine  that  will  consist  in  the  more 
positive  observance  of  physiological  laws  that  regulate  and  sup- 
port human  vital  energy;  the  observance  of  these  laws  bringing 
health  and  happiness,  and  the  disobedience  of  which  engenders 
devitalized  energy,  physical  and  mental  degeneration,  and  then 
the  final  exit.  If  we  have  a  proper  appreciation  of  the  laws  that 
maintain  the  human  temple,  then  will  we  make  use  of  such  thera- 
peutical aids  only  as  factors,  not  as  cures,  in  physiological  healing. 
A  true  physician  diagnoses  disease  and  treats  it.  He  does  not 
treat  symptoms  only  and  let  the  disease  run  riot. 

If  we  are  ever  to  make  any  progress  in  the  treatment  of  respira- 
tory diseases  it  will  be  largely  physiological,  with  sanitary  environ- 
ments and  what  aid  therapeutical  agents  may  do  as  factors  in 
restoring:  the  vital  functions  to  health. 


XVIII.    Disinfection  Within  and  Without  the  Body  in 

Diphtheria. 

By  M.  a.  VEEDER,  M.D., 

LYONS. 

The  effectual  control  of  diphtheria  in  an  individual  or  a  com- 
munity is  a  problem  that  is  exceedingly  complex.  Really,  there 
are  at  least  three  forms  of  disease  that  have  been  confounded  under 
the  name  of  diphtheria.  It  is  only  since  bacteriological  methods 
of  study  have  come  into  use  that  these  have  been  distinguished 
from  each  other  with  precision.  Previously  they  were  regarded 
as  modifications  of  the  same  disease  rather  than  as  separate  dis- 
eases. They  are  diphtheroid,  characterized  by  the  presence, 
mostly,  of  staphylococci  ;  true  diphtheria,  characterized  by  the 
presence  of  the  Klebs-LoeJSler  bacillus;  and  septicsemic  sore- 
throat,  characterized,  as  a  rule,  by  the  presence  of  streptococci. 

Cliuically,  also,  these  three  forms  of  disease  are  clearly  distin- 
guishable from  each  other.  All  of  them  are  characterized  by  the 
presence  of  membrane  in  the  throat.  But  diphtheroid  is  a  mild 
affection,  having  no  such  sequelae  as  true  diphtheria,  which,  how- 
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ever,  it  may  resemble  very  closely,  the  chief  difference  being  that 
the  membrane  is  more  strictly  limited  to  the  tonsils,  as  a  rule, 
and  is  more  easily  detachable,  although  on  removal  it  may  at 
times  leave  superficial  ulcerations  which  bleed.  In  like  manner 
septicaemic  sore-throat  is  very  different  in  appearance  and  be- 
havior from  ordinary  diphtheria,  which  nevertheless  it  resembles 
closely  in  certain  respects,  and  with  which  also  it  is  apt  to  be  asso- 
ciated in  epidemic  form.  The  patches  that  appear  in  septicsemic 
sore-throat  sometimes  are  gangrenous  in  appearance  and  sometimes 
consist  of  membrane  so  tough  that  it  may  be  difficult  to  cut  with 
scissors.  There  is  apt  to  be  an  exceedingly  offensive  odor,  and  the 
disease  is  very  fatal,  but  if  recovery  occurs  there  are  no  paralytic 
or  other  post-diphtheritic  symptoms. 

Although  these  diseases  may  occur  separately  from  each  other, 
they  are  nevertheless  often  associated  in  a  characteristic  way. 
Diphtheroid  predisposes  to  the  onset  of  diphtheria,  so  that  if  a 
patient  having  the  former  is  exposed  to  the  infection  of  the  latter 
diphtheria  begins  at  once,  without  an  incubation  period.  In  like 
manner,  either  diphtheroid  or  diphtheria  may  prepare  the  way  for 
septicfemic  sore-throat.  Indeed,  it  is  doubtful  whether  strepto- 
coccus infection  can  establish  itself  in  the  throat  at  all  without 
some  pre-existing  disease  or  lesion  of  the  parts,  just  as  erysipelas 
starts  from  some  small  scratch  or  puncture.  Thus  the  septicaemic 
form  of  sore-throat,  although  very  fatal,  is  not  very  contagious 
except  in  the  presence  of  diphtheria. 

Diphtheroid  is  a  harmless  affection  except  as  it  predisposes  to 
diphtheria  or  septicsemic  sore-throat,  or  both.  Diphtheria  in  and 
of  itself  is  dangerous,  but  is  most  dangerous  if  it  becomes  the 
channel  through  which  septicemic  infection  gains  access  to  the 
body. 

Antitoxin,  by  curing  diphtheria,  may  prevent  streptococcus  in- 
fection; but  as  against  the  streptococcus  infection  itself  antitoxin 
is  powerless,  the  proper  antidote  in  this  case  being  the  antistrep- 
tococcus  serum.  It  is  a  peculiarity  of  the  streptococcus  to  locate 
itself  in  the  exceedingly  tough  and  foul-smelling  membrane  that 
is  characteristic  of  these  cases,  which  is  a  fact  to  be  borne  in  mind 
in  making  bacteriological  cultures.  Hence,  the  application  of  strong 
disinfectant  remedies  accurately  to  this  membrane,  as,  for  example, 
painting  it  with  pure  carbolic  acid,  has  appeared  to  be  of  service, 
this  being  a  measure  not  to  be  recommended  in  ordinary  diphtheria. 
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Erysipelas,  puerperal  fever,  and  septicsemic  sore-throat  all  are 
forms  of  streptococcus  infection  closely  related  to  each  other.  In- 
deed, all  these  diseases  may  originate  each  other,  the  liability  so 
to  do  depending  upon  the  location  of  the  infection  in  or  on  the 
parts  of  the  body  especially  exposed  rather  than  upon  differences 
in  the  nature  of  the  infection  itself.  The  physician  attending 
cases  of  either  of  these  kinds,  for  his  own  security  and  that  of  his 
patients,  must  apply  the  principles  of  surgical  cleanliness  accu- 
rately and  completely.  It  may  be  necessary  to  go  so  far  even 
as  to  abstain  from  seeing  cases  of  ordinary  diphtheria  lest  they 
become  septicaemic  through  contact  of  the  physician  in  attendance 
with  erysipelas,  puerperal  fever,  or  septicsemic  sore-throat.  Dur- 
ing epidemic  prevalence  of  diphtheria  the  occurrence  of  diseases  of 
either  of  these  classes  may  have  a  special  significance,  and  should 
be  carefully  watched  with  full  understanding  of  the  dangers  in- 
volved. 

Furthermore,  every  surgeon  knows  that  the  danger  of  septicae- 
mia is  very  much  increased  if  operations  are  undertaken  in  build- 
ings where  the  plumbing  is  bad,  the  drains  untrapped,  and  the 
surroundings  unsanitary.  It  is  true  that  antiseptic  dressings 
decrease  the  risk  by  protecting  the  wounded  surface  more  or  less 
completely  even  under  the  most  unfavorable  surroundings;  but  a 
sore-throat  cannot  be  protected  every  hour  and  minute,  as  is  done 
by  such  dressings,  and  if  that  throat  be  diphtheritic  the  barriers 
against  septicsemic  infection  are  as  absolutely  down  as  though  there 
were  an  open  wound.  The  traditional  prejudice  against  foul  drains 
and  the  like  as  a  source  of  specially  malignant  diphtheria  is  not 
without  warrant.  Indeed,  such  receptacles,  and  not  the  throat 
itself,  appear  to  be  the  natural  habitat  of  infection  of  this  class. 
If  carried  on  the  person  it  is  by  accident  rather  than  as  a  part  of 
the  usual  life-history  of  the  streptococcus. 

The  Klebs-Loeffler  bacillus,  on  the  other  hand,  appears  to  find 
its  natural  habitat  in  the  throat,  it  becoming  more  or  less  atypical 
when  grown  in  culture  media  outside  the  body.  Although  thus 
irregular  in  form,  and  having  its  presence  masked  by  that  of 
other  micro-organisms,  there  is  nothing  to  prevent  its  growth  in 
the  albuminous  matter  crusting  the  interior  of  drain  pipes  that 
are  never  cleaned  or  flushed,  unless  it  be  the  fact  that  the  tem- 
perature in  such  locations  is  too  low  at  times.  But  the  dried 
sputum  from  a  diphtheria  patient  kept  at  ordinary  temperatures 
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has  been  found  capable  of  originating  living  colonies  of  the  bacil- 
lus for  six  months  under  conditions  not  differing  greatly  from 
those  existing  in  unflushed  drains.  This  being  the  fact,  the 
Klebs-Loeffler  bacillus  certainly  could  at  least  remain  alive  per- 
haps from  year  to  year  in  such  underground  receptacles,  although 
leading  a  fluctuating  and  precarious  existence.  In  the  very  nature 
of  the  case  drain  pipes  are  specially  liable  to  contamination  by 
rinsings  and  expectoration  from  the  mouths  of  persons  having 
diphtheria,  and  thus  also  the  infection  may  be  renewed  and  kept 
alive,  the  persons  living  on  the  premises  originating  their  own 
antitoxins  and  becoming  immune.  Where  this  has  haj^pened 
quarantine  and  antitoxin,  no  matter  how  carefully  applied  by 
the  aid  of  bacteriological  tests,  fail  to  eradicate  the  disease  com- 
pletely. It  needs  only  sultry  weather,  originating  gases  of  fer- 
mentation, or  perhaps  at  times  a  mere  shift  in  the  direction  of  the 
wind  creating  air  currents  and  forcing  the  traps  in  such  drains,  in 
order  to  spread  the  infection.  The  writer  has  encountered  what 
appear  to  be  beautiful  illustrations  of  this  in  three  or  four  large 
institutions. 

In  an  emergency  of  this  sort,  where  it  is  not  possible  to  wait 
for  improvement  of  drain  pipes  and  plumbing,  it  is  well  to  know 
that  such  fixtures  when  incapable  of  being  flushed  adequately  can 
be  sterilized  by  the  aid  of  chlorine  gas.  In  the  presence  of  the 
septicsemic  form  of  sore-throat  this  resource  may  be  of  the  highest 
importance. 

Nor  is  the  diphtheroid  form  of  sore-throat  unimportant.  This 
species  of  throat  trouble  is  much  more  common  at  all  times  than 
is  generally  supposed,  not  attracting  attention,  recovery  being  so 
rapid,  unless  the  more  serious  diseases  of  the  throat  become  preva- 
lent, whereupon  numerous  cases  of  this  sort  are  brought  to  the 
notice  of  the  physician,  and  are  commonly  classed  as  diphtheria, 
for  reasons  that  will  shortly  appear. 

As  has  already  been  intimated,  diphtheroid  predisposes  both  to 
diphtheria  and  to  septicsemic  sore-throat,  shortening  the  incuba- 
tion period  to  such  an  extent  that  the  bacteriological  test  may 
show  the  throat  clear  from  diphtheria  one  day  and  strongly 
infected  the  next.  There  being  such  increased  susceptibility,  a 
diphtheroid  case  may  readily  become  diphtheria  in  the  very  act 
of  examination  unless  adequate  precautions  are  taken. 

The  fact  that  the  physician^  s  own  throat  is  not  red  or  sore  is 
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no  proof  that  it  is  not  infected,  for  infection  often  occurs  without 
symptoms,  particularly  in  adults  when  strongly  exposed,  and  there 
is  no  stronger  exposure  than  to  receive  the  spray  that  comes  from 
the  mouth  and  nostrils  of  a  child  that  is  crying  and  coughing,  as 
they  often  do,  during  an  ordinary  examination  of  the  throat.  The 
writer  has  met  with  very  conclusive  evidence  that  such  particles 
of  spray  floating  in  the  air  are  able  to  carry  the  Klebs-Loeffler 
bacillus  a  distance  of  several  yards.  If  the  physician  infected  in 
this  manner  during  an  examination  goes  to  another  case  without 
proper  precaution,  even  though  it  be  at  an  interval  of  several  days, 
his  own  breath  and  the  spray  from  his  lips  in  the  act  of  talking, 
if  nothing  more,  may  convert  a  case  of  harmless  diphtheroid  into 
severe  diphtheria  in  an  hour. 

This  is  the  danger  that  militates  also  against  the  use  of  the 
bacteriological  test  to  determine  whether  quarantine  shall  be  estab- 
lished or  not.  Such  testing  can  be  relied  upon  with  confidence 
only  when  it  can  be  known  with  certainty  that  there  are  no  sec- 
ondary sources  of  infection  of  the  character  that  have  just  been 
described.  In  other  words,  unless  physicians  in  attendance  upon 
cases  of  diphtheria,  or  moving  about  in  a  community  where  there 
is  diphtheria,  have  their  own  throats  tested  in  order  to  see  whether 
they  themselves  are  clear  of  infection,  and  especially  whether  any 
precautions  they  may  take  are  adequate,  it  is  better  to  regard  all 
cases  of  diphtheroid  as  diphtheria  provisionally,  using  the  bacte- 
riological examination  mainly  for  the  removal  of  quarantine  rather 
than  for  its  establishment.  If  these  suggestions  are  followed  out 
thoroughly  there  may  be  a  surprise  awaiting  not  a  few  members 
of  the  profession.  The  very  anxiety  that  leads  to  seeing  cases 
frequently,  and  testing  and  examining  them  often,  may  be  a  means- 
of  perpetuating  and  spreading  the  disease. 

Under  such  circumstances  it  is  fortunate  that  it  has  become 
customary  to  use  antitoxin  at  once  when  diphtheria  is  suspected. 
This  does  not  prevent  diphtheroid  from  becoming  true  diphtheria 
through  infection,  but  makes  it  run  so  light  a  course  that  the  only 
serious  danger  is  in  its  becoming  a  source  of  infection  to  others. 

In  view  of  these  dangers,  the  routine  that  the  writer  has  been 
led  to  adopt  is  to  be  provided  with  squares  of  antiseptic  gauze 
and  tablets  for  making  the  standard  sublimate  solution.  A  square 
of  gauze  may  readily  be  held  over  the  mouth  and  nostrils  with  the 
left  hand,  while  the  right  hand  is  free  to  use  the  tongue  depressor 
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or  swab.  Both  hands  and  the  face  should  be  wet  with  the  sub- 
limate solution  before  and  after  the  examination,  and  the  gauze 
may  be  burned  after  being  used.  This,  together  with  frequent 
spraying  and  cleansing  of  the  mouth  and  throat  and  nostrils,  and 
bacteriological  testing  affords  very  complete  security  against  either 
giving  or  receiving  infection. 

There  are  many  precautious  that  will  readily  suggest  themselves 
in  regard  to  the  care  and  disinfection  of  articles  that  have  touched 
the  mouth  or  lips,  and  on  which  infection  may  remain  for  extended 
periods  in  the  form  of  dried  saliva.  Perhaps  the  worst  of  all  such 
articles  is  an  ordinary  lead-pencil,  the  use  of  which  should  be  abso- 
lutely forbidden  every  diphtheritic  patient. 

The  infection  of  milk  through  the  agency  of  some  person  having 
a  diphtheritic  throat  coughing  or  sneezing  while  handling  it,  is  a 
serious  possibility.  Sterilization  of  milk  by  boiling  is  the  proper 
method  during  diphtheria  epidemics  and  always. 

As  regards  ridding  the  mouth  and  throat  of  infection,  there  are 
several  points  that  deserve  more  extended  notice  than  can  be  given 
them  on  this  occasion.  Especially  important  is  the  behavior  of 
the  diphtheria  bacillus  where  there  are  cavities  in  the  teeth.  In 
such  cases  the  person  thus  infected  becomes  immune,  as  if  from 
antitoxin,  but  there  is  frequent  recrudescence  of  sore-throat  more 
or  less  typical  in  its  resemblance  to  ordinary  diphtheria.  Often 
there  are  red  spots  somewhere  near  the  bad  tooth  or  exactly  oppo- 
site it  on  the  interior  of  the  cheek.  These  come  and  go,  and  there 
may  be  evanescent  traces  of  membrane  on  the  tonsils  at  intervals 
of  weeks  or  months.  Bacteriological  examination  at  times  shows 
the  presence  of  the  bacillus  and  at  times  its  absence.  Often  it 
can  be  found  by  inserting  the  swab  into  the  tooth  cavity  when 
not  apparent  elsewhere  in  the  mouth.  A  very  interesting  case  of 
this  sort  under  the  observ^ation  of  the  writer  after  an  exceedingly 
prolonged  quarantine  infected  another  person  through  the  inter- 
mediary of  a  lead-pencil,  showing  that  although  the  bacillus  had 
appeared  and  disappeared  in  a  curious  way,  and  the  throat  symp- 
toms had  varied  fitfully,  nevertheless  there  was  true  diphtheria 
infection  throughout  a  period  of  at  least  four  months.  In  this 
case  there  was  a  deep  cavity  concealed  between  the  two  teeth,  and 
recovery  was  not  perfect  until  the  tooth  itself  was  removed. 

In  these  cases  the  bacillus  appears  to  be  nourished  by  fresh 
supplies  of  particles  of  food,  such  as  meat  and  potato,  lodging  in 
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the  cavity,  as  in  a  culture-tube,  at  each  meal.  Thus  the  process 
is  perennial,  and  the  infection  does  not  die  out  as  it  does  when 
the  throat  alone  is  infected  and  the  patient  becomes  immune  natu- 
rally or  artificially.  It  would  seem  that  sterilization  of  the  tooth- 
cavity  by  cauterization  would  reach  the  source  of  the  trouble  at 
once,  but  it  does  not;  the  few  bacilli  remaining  elsewhere  in  the 
mouth  apparently  reinfecting  the  cavity  in  a  few  hours.  A  better 
plan  is  to  insert  a  pledget  of  cotton  saturated  with  some  disin- 
fectant solution  before  and  after  meals.  Even  then  in  very  bad 
cases  it  may  be  necessary  to  have  the  tooth  extracted. 

An  observation  of  this  sort  is  very  suggestive  as  to  the  amount 
of  care  required  to  be  of  any  material  service  in  ridding  the  mouth 
and  throat  of  diphtheria  by  disinfection  methods.  The  perfunc- 
tory use  of  sprays,  swabs,  or  gargles  accomplishes  so  little  appar- 
ently in  shortening  the  period  of  quarantine  that  some  physicians 
have  come  to  rely  on  giving  the  antitoxin  and  waiting.  But  where 
the  infection  is  harbored  and  kept  alive  in  the  manner  that  has 
just  been  described,  neither  antitoxin  nor  waiting  will  insure 
recovery  within  any  reasonable  length  of  time.  Meanwhile,  the 
person  is  a  constant  source  of  danger,  and  may  unconsciously 
infect  an  entire  neighborhood  or  town. 

It  is  true  that  the  bacillus  when  lodged  in  the  spongy  portions 
of  the  tonsils  or  in  some  fold  behind  the  palate,  or  in  the  nostrils, 
dies  out  gradually  as  the  patient  becomes  immune  through  natural 
processes  or  by  the  artificial  aid  of  antitoxin.  But  the  process  of 
its  removal  in  any  case  may  be  hastened  and  made  more  secure  by 
constant  sterilization  of  the  parts  as  far  as  possible.  Remedies 
for  this  purpose  should  not  be  irritating,  so  that  they  may  be 
used  at  very  frequent  intervals,  the  growth  of  the  bacillus  and 
its  diffusion  through  the  mouth  being  very  rapid.  Peroxide  of 
hydrogen,  made  alkaline  by  the  addition  of  lime  water  or  by  the 
addition  of  equal  parts  of  Dobell's  solution,  is  excellent.  Freshly 
made  chlorine  water,  with  the  addition  of  a  little  tincture  of  iron, 
is  efficient.  Very  often  patients  can  be  induced  to  use  salt  and 
water  very  freely  and  persistently,  and  it  has  proved  to  be  of  very 
great  service,  as  shown  by  the  bacteriological  test.  A  camePs- 
hair  tooth-brush  kept  in  a  2  per  cent,  solution  of  carbolic  acid  and 
used  with  a  lather  of  castile-soap  is  very  useful,  as  is  also  dental 
floss  drawn  between  the  teeth.  Such  measures  thoroughly  applied 
lessen  the  chances  of  spreading  the  contagion  very  much;  but. in 
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spite  of  antitoxin  and  all  disinfection  methods  the  diphtheria 
bacilli  persist  for  about  a  month,  rarely  disappearing  completely 
in  so  short  a  time  as  three  weeks. 

It  has  long  been  known  that  what  has  been  termed  diphtheria 
varies  greatly.  At  times  it  is  so  mild  as  to  be  practically  harm- 
less, and  at  other  times  it  is  most  severe  and  intractable.  Some 
of  the  reasons  for  this  appear  in  what  has  been  said.  It  has  been 
the  purpose  of  the  present  discussion  to  outline  a  few  leading 
features,  so  that  whatever  measures  of  disinfection  are  adopted, 
whether  within  or  without  the  body,  they  may  be  used  with  full 
knowledge  of  the  dangers  and  difficulty  and  complexity  of  the 
subject  of  the  control  of  diphtheria. 


XIX.  Belladonna  vs.  Scopolia. 
By  REYNOLD  WEBB  WILCOX,  M.D., 

NEW  YORK  CITV. 

So  much  has  been  presented  in  regard  to  this  question,  and  so 
many  discordant  statements  are  to  be  found  in  the  literature,  that 
it  has  been  deemed  important  that  the  facts  in  regard  to  the  rela- 
tive value  of  belladonna  and  scopolia  should  be  investigated  and 
an  unbiased  opinion  reached. 

The  status  of  the  belladonna-scopolia  question  is  as  follows  : 
The  present  belladonna  plaster  of  the  Pharmacofjoeia  is  but  little 
used,  owing  both  to  the  leaf  extract,  from  which  it  is  made,  and  to 
the  mass  used  as  a  basis.  Plaster  manufacturers,  therefore, 
resort  to  the  root  extract  instead.  This  root  extract  is  prepared, 
for  the  most  part,  both  in  this  country  and  abroad,  from  rhizome 
(Scopolia  carniolica),  more  or  less  of  the  scopolia  root  also  inter- 
mixed, instead  of  from  belladonna.  It  is  claimed,  upon  the  one 
hand,  that  this  rhizome  and  root  yield  a  separate  article  from  a 
therapeutic  stand-point,  and  that  it  is  used  because  of  cheapness. 
Incidentally  it  has  been  claimed  that  the  scopolia  plaster  is  nearly 
inert,  and,  again,  that  it  is  extremely  dangerous — the  latter  claim 
being  based  upon  its  content  of  hyoscine.  Upon  the  other  side 
it  is  claimed  that  it  does  not  differ  in  kind  of  action  from  the 
belladonna  root  plaster,  the  percentage  of  hyoscine  being  extremely 
small  and  the  hyoscyamine  present  acting  the  same  as  atropine. 
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It  is  also  claimed  that  if  the  present  extensive  use  of  scopolia 
were  to  be  turned  over  in  favor  of  belladonna  root,  the  supply  of 
the  latter  would  become  insufficient  to  meet  the  demand. 

This  controversy  has  been  carried  on  up  to  the  present  time 
very  largely  in  commercial  circles,  yet  the  suggestion  has  been 
urged  upon  the  Pharmacopoeia  Revision  Committee  that  it 
authorize  the  use  of  scopolia  extract  in  plaster  making,  either 
independently  or  as  an  alternative  for  belladonna,  at  the  option 
of  the  manufacturer.  Under  these  circumstances  the  Research 
Committee  of  the  American  Pharmaceutical  Association,  one  of 
the  chief  duties  of  which  is  to  work  in  the  interest  of  the  Phar- 
maeopoeia  concluded  that  it  was  desirable  for  them  to  undertake 
this  investigation,  and  Dr.  H.  H.  Rusby,  Professor  of  Botany 
and  Materia  Msdica  at  the  New  York  College  of  Pharmacy, 
assumed  the  duty  of  bringing  it  abouL  The  steps  which  were 
taken  were  as  follows  : 

Three  lots  of  belladonna  root,  each  of  twenty-five  pounds,  were 
secured  in  the  New  York  market,  each  lot  representing  a  different 
importation.  This  root  was  all  examined  by  Dr.  Rusby,  piece  by 
piece,  to  be  sure  that  no  foreign  matter  of  any  kind  was  contained. 
It  was  then  mixed  and  prepared  for  powdering.  Similar  action 
was  taken  in  the  case  of  three  lots,  each  of  twenty -five  pounds  of 
scopolia.  All  the  root  pieces  of  the  latter,  because  of  their  close 
resemblance  to  belladonna  root,  and  because  some  of  them  might 
possibly  have  represented  an  admixture,  were  thrown  out.  These 
represented  about  5  per  cent,  or  more  of  the  entire  amount. 
These  two  articles — that  is,  the  belladonna  root  and  the  scopolia 
rhizome — were  sent  to  a  large  manufacturer  of  the  highest  reputa- 
tion for  the  excellence  of  his  manufactured  drugs,  but  not  inter- 
ested in  this  discussion,  with  careful  explanation  of  the  nature  and 
importance  of  the  work,  and  a  request  was  made  that  they  be 
made  up  into  fluid  extract,  tincture,  and  total  alkaloids,  with  the 
greatest  care  possible.  This  was  done  under  the  direction  of  an 
expert,  who  resorted  to  processes  which  were  certain  not  to  effect 
any  changes  in  the  original  nature  of  the  alkaloids  contained, 
evaporation  by  the  cold  process  being  strictly  adhered  to.  One- 
half  of  the  total  amount  of  each  drug  was  converted  into  fluid 
extract,  tincture,  and  extract,  while  the  other  half  was  used  for 
the  complete  extraction  of  the  total  alkaloid.  Of  this  total  alkal^oid 
one-half  was  retained  for  the  purpose  of  being  examined  chemically, 
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microscopically,  and  optically.  Of  the  remaining  half  a  portion 
was  used  in  making  a  large  number  of  one  five-hundredths  grain 
tablets,  and  the  remainder  employed  for  experimental  purposes. 
All  this  alkaloid,  it  must  be  stated,  was  first  converted  into  the 
form  of  the  hydrochloride.  The  alkaloids  have  been  experimented 
with  by  others  and  will  be  the  basis  of  separate  reports. 

Coming  now  to  the  galenical  preparations,  it  was  found  that 
the  scopolia  rhizome  assayed  0.55  of  1  per  cent,  total  alkaloids — a 
rather  low  yield  as  compared  with  other  essays.  Its  fluid  extract 
assayed  the  same,  and  it  was  from  this  that  one  of  the  lini- 
ments was  prepared.  The  belladonna  root  yielded  the  extremely 
high  percentage  of  0.93,  and  its  fluid  extract,  of  which  the  other 
liniment  was  made,  yielded  the  same.  The  extracts  showed  also 
a  great  difference,  the  belladonna  containing  2  per  cent,  of  total 
alkaloids  and  scopolia  1.6  per  cent 

Not  having  any  interest  in  plasters,  I  chose  the  liniments  (95 
parts  of  fluid  extract  with  5  parts  of  camphor)  for  my  experi- 
mental work.  I  received  from  Dr.  Rusby  two  bottles  marked 
only  ^^  A''  and  ^^  B,'^  but  without  any  clue  as  to  their  contents 
other  than  that  each  contained  a  liniment  derived  from  one  or  the 
other  of  these  sources.  The  method  pursued  was  as  follows  :  A 
quantity  of  the  liniment  (noted  in  each  experiment)  was  taken  and, 
after  the  temperature,  pulse,  respiration,  and  general  condition 
of  the  adult  had  been  recorded,  this  was  rubbed  into  the  inner 
surface  of  the  forearm  until  the  skin  became  again  dry.  Records 
were  made  at  intervals  of  thirty  minutes  unless  otherwise  specified, 
the  first  beins:  made  immediatelv  before  using. 


1.    20  drops. 


2.    20  drops. 


3.    20  drops. 


4.    20  drops. 


5.    20  drops. 


LiXIMEXT    ' 

'A." 

Temp. 

Pulse. 

Resp. 

Pupils. 

Mucosa;. 

Skin. 

Tongue. 

99.4 

88 

Tl 

Medium. 

Pale. 

Cool. 

Moist. 

99.6 

89 

26 

" 

" 

" 

" 

99.5 

88 

28 

" 

" 

Warm. 

" 

99.4 

88 

18 

Contracted. 

Pale. 

Warm, 

dry. 

Moist. 

99.8 

90 

2S 

Dilated. 

" 

" 

" 

" 

99.9 

100 

29 

" 

" 

" 

)( 

" 

99.2 

88 

20 

Medium. 

Red. 

Warm, 

dry. 

Moist. 

9S.4 

80 

20 

" 

" 

" 

" 

" 

98 

84 

IS 

" 

(( 

" 

" 

" 

OS 

80 

IS 

Contracted. 

Pale. 

Warm. 

Moist. 

98 

80 

20 

" 

" 

" 

" 

98 

80 

20 

" 

" 

" 

" 

98.4 

78 

24 

Medium. 

Red. 

Warm, 

dry. 

Moist. 

98 

78 

24 

" 

" 

" 

" 

i< 

98 

78 

24 

«' 

i< 

" 

" 

" 
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Temp.    Pulse.    Resp.       Pupils.  Mucosae.         Skin.  Tongue. 

6.  20  drops.  100.2         96         24       Contracted.        Red.  Moist.  Moist. 

99.2         88  26 

100.2        100  24 

7.  40  drops.    98. 4       110         22       Contracted.       Pale.  Warm,  dry.        Moist. 

97.8       100         18 

99  120         20  "  Pink.  Flushed.  Dry. 

8.  40  drops.     98.6         74  20 

98.6  84  28  Pupils  slightly  dilated,  headache,  thirsty,  and  nau- 
seated. 

9.  50  drops.     98.2         74         20 

98. 6         80         30       Headache,  nauseated,  very  sleepy. 

10.  60  drops.     98.2         50  20 

98.4  60  28  Flushed  face,  nauseated,  slight  headache,  thirsty,  and 
pupils  slightly  dilated  ;  sleeping. 

11.  60  drops.     98.2         70         18 

98. 4  80  30  Nauseated,  severe  pain  over  heart,  face  flushed,  pupils 
considerably  dilated,  extremely  thirsty,  and  very 
drowsy. 

Temp.  Pulse.    Besp.       Pupils.  Mucosse.         Skin.  Tongue. 

12.  60  drops.    98.6       120        20       Medium.  Red.  Cool.  " 

98.6        120         22  "  "  "  Moist. 

100.2       130         24       SI.  dilated.  '■  Flushed.  Dry. 

100.2       133         26       Dilated.  Red,  dry. 

(The  last  record  was  made  two  hours  after  using  the 
liniment.) 

13.  70  drops.     98.2        100         24 

98.6  80  30  Peculiar  feeling  in  chest;  moderate  dyspnoea;  nause- 
ated ;  flushed  face ;  headache ;  intense  coughing 
lasting  five  minutes ;  dilated  pupils ;  extremely 
drowsy. 

14.  70  drops.     98.2         70         18 

98. 4  80  30  10.45.  Very  drowsy  and  slightly  nauseated  ;  relief  of 
pain  in  back  at  point  of  application  ;  very  drowsy  ; 
dilated  pupils.  (This  application  was  made  over 
the  site  of  a  lumbago.) 

15.  70  drops.     98.4         70         24 

98. 6  84  30  Pain  in  head  ;  numbness  of  arms  ;  slightly  nauseated  ; 
flushed  face ;  thirsty  and  very  sleepy.  (Liniment 
applied  to  axilla.) 

16.  80  drops.     98.2         74         28 

98. 4  80  30  Face  slightly  flushed  ;  difficult  respiration  ;  drowsy  ; 
thirsty ;  one  pupil  slightly  dilated. 

17.  80  drops.     98.2  98  20 

98. 4  100  30  Headache ;  nausea  ;  pupils  slightly  dilated  ;  thirsty. 
(This  is  the  same  patient  as  No.  16,  but  4  days  later.) 

18.  80  drops.     98.2         98         18 

98. 2       106         26       Slight  headache. 

19.  90  drops.     98. 6  56  29 

99. 2  68  30  Headache  ;  nauseated.  (The  same  patient  as  No.  18, 
but  six  days  later,  under  the  influence  of  digitalis.) 

20.  90  drops.    97.2         90         24 

98.2         96         30       Nauseated;  headache;  pupils  slightly  dilated. 

From  these  observations,  considering  the  rise  of  temperature, 
pulse,  and  respiratory  rate,  difficult  respiration,  the  flushing  of 
the  face,  reddened  mucosse,  dry  tongue  and  thirst,  headache, 
drowsiness,  and  dilatation  of  pupils — these  symptoms  becoming 
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more  marked  as  the  amount  of  the  liniment  was  increased — there 
was  no  doubt  but  that  liniment  '^  A'^  is  very  active  and  contains 
an  atropinaceous  alkaloid.  In  No.  12  poisonous  symptoms  were 
well  marked. 

Liniment  "B." 


Temp. 

Pulse. 

Resp 

.      Pupils. 

Mucosx. 

Skin. 

Tongue. 

1.    30  drops. 

100.2 

110 

24 

Medium. 

Pale. 

Hot,  dry. 

Dry. 

==■17  drops  "A." 

100 
100 

110 
120 

24 
24 

Sl.  dilated. 

,. 

"       " 

2.    30  drops. 

98.6 
98.6 
98.6 

84 
96 
100 

18 
17 
16 

Contr.  moist. 

Red. 

Warm,  dry. 

Moist. 

3.    30  drops. 

99.4 

80 

20 

Medium. 

Pink. 

Cool. 

Moist. 

99 

90 

22 

" 

" 

Warm. 

" 

99 

90 

24 

" 

" 

" 

" 

4.    30  drops. 

98.9 
98.4 
98.4 

84 
80 
80 

22 
20 
20 

Medium. 

Pink. 

Cool. 

Moist. 
<< 

5.    30  drops. 

98.2 

98 

98.4 

80 
82 
81 

18 
20 
20 

Contracted. 

Pink. 

Warm,  dry. 

Moist. 

6.     30  drops. 

99 

99.2 

98.9 

90 
88 
86 

20 
21 
20 

Contracted. 

Pink. 

Cool,  dry. 

Moist. 

7.    30  drops. 

98 
98 
99 

78 
80 
90 

20 
22 
24 

Contracted. 

Pink. 

Cool. 

Moist. 

(The  last  observation  was  made  two  hours  afte 

first.) 

8.    40  drops. 

98 

68 

24 

=23  drops  "A.' 

"  98 

60 

28 

Pupils  same. 

9.    40  drops. 

98.6 

80 

20 

98.4 

80 

20 

Pupils  same. 

10.    60  drops. 

97.8 

84 

32 

97.8 

72 

28 

Pupils  same. 

11.    60  drops. 

97.8 

64 

32 

98.2 

60 

24 

Pupils  same. 

12.    60  drops. 

98.6 

80 

20 

98.8 

80 

20 

Pupils  same. 

13.    80  drops. 

97.6 

72 

28 

=45  drops  "A." 

98.2 

72 

24 

Pupils  same. 

14.    80  drops. 

98.8 

80 

20 

99 

80 

20 

Pupils  same. 

15.  120  drops. 

98.2 

80 

18 

=68  drops  "A." 

98 

68 

18 

Pupils  same. 

16.  120  drops. 

98.6 

84 

17 

98.6 

82 

19 

Pupils  same. 

17.  120  drops. 

98.5 

82 

16 

98.6 

86 

16 

Pupils  same. 

18.  120  drops. 

98.8 

72 

16 

99 

76 

16 

Pupils  same. 

19.  180  drops. 

97.6 

76 

16 

=106  drops  "A. 

"  99 

80 

18 

Pupils  same. 

20.  180  drops. 

98.4 

74 

16 

98.6 

78 

20 

Pupils  same. 

In  all  these  experiments  there  was  no  change  in  the  color  or 
dryness  of  the  mucosae  or  in  the  tong^ue  ;  there  was  no  flushincr  of 
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the  skin  nor  any  nervous  symptoms.  The  only  conclusion  which 
can  be  reached  is  that,  excepting  for  the  very  moderate  and  incon- 
stant changes  in  temperature,  pulse,  and  respiration,  liniment 
''B''  is  inert. 

After  completing  my  observ^ations  I  reported  to  Dr.  Rusby 
that  I  had  reached  the  opinion  that  the  effects  of  liniment  ^^  A^' 
were  those  of  an  exceedingly  active  preparation  of  belladonna. 
He  then  informed  me  that  my  opinion  was  correct,  and  called 
my  attention  to  the  following  : 

^^  You  have,  therefore,  to  consider  that  your  ^A^  liniment 
made  from  the  belladonna  fluid  extract  compared  as  0.93  to  0.55 
with  your  '  B  ^  liniment  made  from  scopolia  fluid  extract.  In 
estimating  your  comparative  results,  therefore,  you  must  make 
allowance  for  this  difference  in  strength.'^ 

Even  after  making  due  allowance  for  the  difference  in  alkaloidal 
strength,  the  opinion  still  obtains  that,  as  far  as  use  as  a  liniment 
is  concerned,  scopolia  is  unproductive  of  results.  For  comparison 
in  tabulating,  my  results  I  have  placed  the  alkaloidal  strength  of 
"B''  in  terms  of  ^^  A.'' 

Whether  the  alkaloids  of  scopolia  (mostly  hyoscy amine,  with 
small  quantities  of  hyoscine)  are,  on  account  of  their  nature,  not 
absorbed  when  exhibited  as  a  liniment,  but  would  be  if  applied  in 
a  plaster  form,  this  investigation  does  not,  of  course,  determine, 
but  others  now  working  upon  that  question  will  soon  be  in  a 
position  to  report.  My  work  has  established  but  one  fact : 
Scopolia  rhizome  as  fluid  extract  incorporated  into  a  liniment  is 
devoid  of  therapeutic  action  and  should  not  be  substituted  for 
belladonna  root. 

Experiments  made  with  plasters  and  ointments  from  belladonna 
root  and  scopolia  rhizome  are  not  yet  completed,  but  thus  far 
very  little  difference  in  their  activity  has  been  developed.  In 
order  to  determine  if  the  camphor  in  the  liniment  interferes  with 
the  production  of  symptoms  from  the  use  of  scopolia  liniment,  a 
new  series  of  observations  has  been  commenced  which  will  be  the 
basis  of  a  later  report. 

To  Drs.  H.  D.  Furniss,  of  the  Post-Graduate,  and  H.  J. 
Van  Wagenen,  of  St.  Mark's  Hospital  house  staff,  I  would 
acknowledge  my  indebtedness  for  efficient  assistance  in  prose- 
cuting this  investigation. 
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XX.  A  Simple  and  Accurate  Method  of  Substitute 
Infant  Feeding. 

By  henry  DWIGHT  CHAPIN,  M.D., 

NEW  YORK   CITY. 

In  an  article  in  the  New  York  Medical  Journal  of  November 
4,  1899,  I  showed  how  completely  cream  rose  on  bottled  milk, 
and  that  by  using  all  the  cream  and  different  quantities  of  the 
remaining,  or  skim  milk,  weak  creams,  or  top  milks,  containing 
almost  any  desired  ratio  between  fat  and  proteids,  could  be  had 
from  a  quart  bottle  of  milk  as  commonly  delivered  to  families, 
and  presented  a  dipper  for  removing  these  top  milks  from  milk 
bottles. 

In  the  Journal  of  the  American  Medical  Association  of  July  14, 
1900,  I  showed  how  good  milk  could  be  obtained,  and  gave 
assays  of  top  milks  taken  from  poor,  medium,  and  rich  whole 
milks,  which  showed  by  what  small  fractions  the  fat  and  proteids 
in  the  infant/ s  food  could  be  varied  by  simply  varying  the  number 
of  ounces  removed  from  the  top  of  the  milk  bottle  and  the  number 
of  times  they  were  diluted.  As  this  method  of  varying  percent- 
ages is  easy  to  apply  and  does  away  with  all  mathematical  calcu- 
lations, it  has  already  been  adopted  by  some  of  the  leading 
pediatricians  and  by  many  general  practitioners. 

It  must  not  be  supposed,  however,  that  the  problem  of  prepar- 
ing a  substitute  for  woman's  milk  consists  of  simply  varying  the 
percentages  of  fat,  sugar,  and  proteids  of  cow's  milk.  The  secur- 
ing of  good,  clean  milk  and  the  choice  of  a  diluent  are  factors 
equally  important.  It  makes  little  difference  for  our  purpose 
whether  milk  is  ricli  or  poor  in  solids,  but  it  should  be  properly 
handled.  Milk  is  rendered  unfit  for  use  by  the  growth  of  certain 
kinds  of  bacteria.  The  number  of  bacteria  found  in  milk  is  an 
index  of  the  care  with  which  the  milk  has  been  handled.  Lactic 
acid  bacteria,  that  are  principally  in  the  first  three  or  four  jets 
from  each  teat,  cause  souring  ;  putrefactive  bacteria  come  from 
stable  filth  ;  germs  of  typhoid  fever  and  other  infectious  diseases 
usually  come  from  milkers  or  infected  water  used  in  washing 
utensils. 

Starting  with  clean  milk,  there  are  two  practical  ways  of  pre- 
venting the  growth  of  bacteria  in  the  milk  :      1.   By  keeping  the 
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milk  cool.  2.  By  heating  the  milk  to  kill  the  bacteria.  Super- 
heating or  sterilizing  milk  is  undesirable,  but  is  practised  in 
Europe  because  ice  is  scarce.  New  York  uses  in  a  week  about  as 
much  ice  as  Paris  does  in  a  year,  or  London  in  about  five  months. 
Properly  handled  and  cooled^  milk  shipped  from  Illinois,  New 
York,  and  New  Jersey  to  the  Paris  Exposition  last  summer  was 
in  better  condition  when  it  arrived  than  the  daily  milk-supply  of 
Paris.  To  get  good  milk  have  the  cows  kept  dean,  and  when 
milking  throw  away  the  first  two  or  three  jets  from  each  teat. 
Have  the  milk  of  several  cows  cooled  to  at  least  below  60°  F. 
and  mix  immediately  after  milking  ;  put  the  milk  into  clean 
bottles,  and  keep  them  cool  with  ice  or  by  setting  them  in  cold 
water. 

When  this  milk  is  delivered  to  families,  even  morning  milk 
will  have  a  layer  of  cream  in  the  neck  of  the  bottle,  usually  about 
six  ounces.  Very  little  can  be  told  about  the  richness  of  milk 
or  cream  by  its  appearance  in  the  bottles.  On  October  5,  1899, 
I  had  a  quart  bottle  of  milk  bought  from  each  of  nine  large  dealers 
in  New  York  and  Brooklyn.  These  were  all  carried  to  the  labora- 
tory of  the  health  department  and  set  in  a  row.  There  was  not 
over  a  quarter  of  an  inch  difference  in  the  depth  of  the  cream  in 
any  of  these  bottles.  All  these  milks  were  tested  for  fat  and 
ranged  from  3.1  per  cent,  to  4.6  per  cent,  of  fat.  Only  two 
quarts  were  found  to  be  of  the  same  richness.  The  skim  milk  in 
one  bottle  contained  as  low  as  0.32  per  cent,  of  fat,  and  that  in 
another  as  high  as  1.78  per  cent,  of  fat.  The  skim  milk  of  all 
the  others  contained  between  0.5  and  1.5  per  cent,  of  fat. 

The  cream  ran  as  low  as  11.2  per  cent,  of  fat  and  as  high  as  23 
per  cent,  of  fat.  The  cream  in  the  neck  of  bottles  is  not  uniformly 
rich  in  the  different  portions.  Sometimes  the  cream  at  the  mouth 
of  the  bottle  is  six  times  as  rich  as  that  near  the  skim  milk. 

There  is  no  use  in  expecting  accuracy  in  home  modification  of 
milk  by  mixing  cream  and  milk,  which  vary  so  much,  unless  each 
lot  can  be  tested,  which  is  not  practicable.  All  assumed  or 
average  compositions  of  milk  or  cream  are  useless  and  only  con- 
fuse. Milk  or  cream  standardized  to  the  average  composition  is 
rarely  fed  to  a  baby.  What  can  be  procured  must  be  used,  and 
even  in  small  towns  different  milkmen  may  supply  several  differ- 
ent grades  of  milk  or  cream,  but  the  milk  or  cream  of  each  deajer 
is  usually  fairly  uniform  in  composition. 
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In  any  quart  bottle  of  milk  on  which  the  cream  has  risen,  the 
top  nine  ounces  will  contain  about  three  times  as  much  fat  as  the 
whole  milk  contained,  and  the  top  fourteen  or  fifteen  ounces  about 
twice  as  much,  as  will  be  seen  from  the  following  assays  made  by 
the  Babcock  method,  of  poor,  medium,  and  rich  milks,  as  deliv- 
ered in  bottles  to  families  : 

Fat.  Fat.  Fat. 

Per  cent.  Per  cent.  Per  cent. 

Whole  milk 3.1  4.2                  4.8 

Top  6  ounces 13.4  19.0  23.0 

"      7        " 11.6  16.4  19.8 

"      8        " 10.2  14.1  17.3 

"      9        " 9.2  12.6  15.5 

"    10        " 8.4  11.4  13.9 

"    11        " 7.7  10.4  12.7 

"    12        " 7.1  9.6  11.7 

"    13        " 6.6  9.0  10.8 

"    14        " 6.2  8.3  10.0 

"15        " 5.8  7.8                    9.4 

"    16        " 5.5  7.4                    9.0 

Skim  milk 0.7  0.6                   0.4 

These  proportions  are  affected  very  little  by  uneven  separation  of 
cream.  It  is  unusual  to  find  a  quart  of  bottled  milk  in  which 
there  is  much  less  than  0.5  per  cent,  of  fat  or  more  than  1.5  per 
cent,  of  fat  in  the  skim  milk. 

The  table  below  shows  a  calculation  of  the  percentage  of  fat  in 
different  top  milks  that  can  be  taken  from  poor,  medium,  and  rich 
whole  milks,  when  the  skim  milk  contains  0.5,  1,  and  1.5  per 
cent,  of  fat. 

It  is  generally  accepted  that  in  nine-tenths  of  all  mixed  or 
market  milks  the  quantities  of  fat  and  proteids  are  nearly  equal, 
and  that  in  weak  creams  there  is  but  slight  falling  off  in  proteids 
from  what  are  found  in  the  whole  milk,  so  the  top  nine  or  ten 
ounces  of  a  quart  of  milk  after  the  cream  has  risen  will  contain 
about  three  times  as  much  fat  as  proteids,  and  the  top  fifteen  or 
sixteen  ounces  about  twice  as  much  fat  as  proteids.  In  these  top 
milks  we  have  about  the  ratios  between  fat  and  proteids  found  in 
woman's  milk,  but  the  quantities  are  too  great  for  the  infant's 
digestion,  and  must  be  reduced  by  diluting. 

The  whole  situation  is  shown  in  the  illustration. 

Because  chemical  analyses  of  milks  show  little  of  their  differ- 
ences, chemists  divide  milks  into  two  classes  :  1.  Milks  that 
form  soft,  flaky  curds  vfith  rennet,  which  include  woman's,  mare's, 
and  ass's  milk.  2.  Milks  that  form  hard^  solid  curds  with  rennet, 
which  includes  cow's  and  goat's  milk. 
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There  is  a  great  difference  between  rennet  curds  and  sour-milk 
curds.     The  natural  souring  of  milk,  or  the  addition  of  acids  to 


WHOLE  MILK 
CQNIAtKS 


I  FAT  SUGAR    PRDTHD5 
37,     4.%         yyi 

U  to  I. 

S'/,      SX  4%  DISTRIBimONOFFATINQ^ 

FAT  AND  PRBTDD5  ARE  NEARLY      a!inL£[!F4':MILK.EICH  OZ. 
I  EiJUAL  EXCEPT  INVERY  RICH  MILKS     REMOVED  WITH  DIPPER 


Fat  in  whole  milk, 
Fat  in  skim  milk, 

Fat  in  top   6  ounces, 

«      7 


3  Per  cent. 


0.5 

13.8 
11.9 
10.5 
9.5 
8.6 
7.8 
7.2 
6.7 
6.3 
5.9 
5.5 


1.0        1.5 


11.6 
10.1 
9.0 
8.1 
7.4 
6.8 
6.3 
6.0 
5.6 
5.3 


9.5 
8.3 
7.5 
6.8 
6.3 
5.9 
5.5 
5.2 
5.0 
4.7 


5.  0        4.  5 


0.5 

19.1 

16.5 

14.5 

12.9 

11.7 

10.7 

9.8 

9.1 

8.5 

8.0 

7.5 


4  Per  cent. 

1.0 

17.0 
14.7 
13.0 
11.7 
10.6 

9.7 

9.0 

8.4 

7.8 

7.4 


7.0 


1.5 

14.8 

12.9 

11.5 

10.4 

9.5 

8.8 

8.1 

7.6 

7.2 

6.8 

6.5 


0.5 

24.5 
21.0 
18.5 
16.5 
14.9 
13.6 
12.5 
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milk,  simply  throws  the  casein  out  of  solution.     Upon  neutral- 
izing the  acid,  the  casein  goes  back  into  solution  again.     Eennet, 
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which  is  an  enzyme  found  in  the  stomachs  of  all  animals,  produces 
a  chemical  change  in  casein,  clotting  it  very  much  as  blood-clots. 
In  cow's  milk,  a  clotted  jelly  or  curd  is  first  formed,  which 
rapidly  shrinks,  squeezing  out  a  clear,  watery  liquid  known  as 
whey,  which  contains  the  sugar  and  soluble  albumin  of  the  milk 
and  another  soluble  proteid  known  as  ^^  whey  proteid,''  which  is 
not  lactalbumin,  but  which  is  the  result  of  the  action  of  the  rennet 
on  the  casein. 

As  the  shrinking  proceeds,  a  membrane  forms  on  the  curds 
which  helps  to  hold  the  fat  and  bacteria  of  the  milk  in  the  meshes 
of  the  curd.  If  the  curd  is  broken  up  before  this  membrane  forms 
the  particles  will  readily  unite  again. 

These  curds  are  a  breeding-ground  for  putrefactive  bacteria,  and 
cheese  made  from  milk  containing  much  stable  filth,  which  sup- 
plies putrefactive  bacteria,  develops  a  strong  odor  of  decomposi- 
tion. 

Some  authors  call  the  rennet  curds  of  milk  casein^  and  the 
original  proteid  caseinogen  ;  others  call  the  curds  tyrein,  and  the 
original  proteid  casein. 

A  food  to  be  easily  digested  must  be  readily  reduced  to  a 
finely  divided  state  like  that  of  chyme.  It  is  not  how  quickly  a 
certain  kind  of  food  may  be  peptonized,  but  how  easily  it  can  leave 
the  stomach,  that  decides  its  suitability  in  cases  of  weak  digestion. 

Digestion  of  food  is  brought  about  by  the  action  of  digestive 
enzymes.  Not  much  is  known  about  these  enzymes,  except  that 
to  digest  food  they  must  come  in  contact  wnth  it,  that  they  will 
digest  practically  unlimited  quantities  of  food  under  proper  con- 
ditions, and  that  their  secretion  is  provoked,  if  not  wholly  con- 
trolled, by  the  absorption  of  nutriment.  The  digestive  juices, 
which  contain  these  enzymes,  prevent  putrefactive  changes  in  food. 

As  during  digestion  there  is  an  increased  consumption  of  pro- 
teids  and  carbohydrates,  it  is  significant  that  about  one-third  of 
the  proteids  of  woman's  milk  can  be  absorbed  with  very  little 
digestive  effort,  and  that  the  remaining  two-thirds  form  a  soft, 
flaky  curd  which  can  easily  leave  the  stomach  ;  also,  that  the 
sugar  of  woman's  milk  is  different  from  the  sugar  of  cow's  milk. 

About  one-fifth  of  the  proteids  of  cow's  milk  is  in  a  soluble 
form,  similar  to  albumin,  and  can  be  absorbed  with  little  digestive 
effort ;  but  when  the  milk  is  diluted  for  the  infant  the  quantity 
of  this  easily  absorbed  proteid  becomes  exceedingly  small,  and  the 
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proteid  that  the  infant  actually  gets  has  a  tendency  to  contract 
and  harden,  exposing  a  small  surface  to  the  action  of  the  digestive 
juices  and  forming  a  well-protected  culture  medium  for  putrefac- 
tive bacteria  that  may  be  present  in  the  milk. 

Diluting  cow's  milk  with  water  does  not  prevent  the  formation 
of  solid,  leathery  curds  ;  diluting  with  a  wheat,  barley,  rice,  or 
oatmeal  gruel,  in  which  the  starch  has  preferably  been  digested 
or  dextrinized,  breaks  up  the  curds.  The  cellulose,  or  cell  wall, 
of  the  cereal,  which  is  left  after  the  starch  has  been  digested  or 
put  in  soluble  form,  holds  the  curds  apart  and  prevents  their 
shrinking.  Furthermore,  digested  starch  is  one  of  the  forms  of 
nutriment  that  are  known  to  be  rapidly  absorbed  and  to  promote 
the  secretion  of  the  digestive  juices. 

Here  are  two  specimens  of  modified  milk,  one  representing 
medium  cow's  milk  diluted  four  times  with  water,  and  the  other 
the  same  milk  diluted  four  times  with  digested  or  dextrinized 
wheat-flour  gruel ;  both  were  curded  with  rennet.  All  of  the 
specimen  prepared  with  digested  wheat-flour  gruel  will  go  through 
a  sieve  having  nine  hundred  meshes  to  the  square  inch  ;  little  or 
none  of  the  specimen  prepared  with  water  will  pass  through  the 
same  sieve. 

To  prepare  this  dextrinized  gruel,  two  heaping  tablespoonfuls 
of  wheat  or  barley  flour  are  beaten  to  a  smooth,  thin  paste  with  a 
little  cold  water.  A  quart  of  boiling  water  is  added  and  the  gruel 
is  boiled  for  about  fifteen  minutes.  It  is  then  cooled  by  setting 
the  dish  of  gruel  in  cold  water  until  the  gruel  is  cool  enough  to  be 
tasted,  when  a  preparation  of  diastase  is  added.  I  have  previously 
shown  how  an  aqueous  solution  of  diastase  can  be  prepared  at 
home  by  soaking  malted  barley  grains  in  cold  water,  or  there  is 
obtainable  a  preparation  of  diastase  known  as  cereo,  made  for  this 
purpose  ;  the  thick  malt  extracts  also  contain  diastase.  The  gruel 
is  stirred  and  kept  warm  until  it  becomes  thin  and  watery.  The 
little  particles  of  cellulose  are  then  seen  floating  in  the  thin  gruel. 

In  preparing  the  infant's  food  follow  these  steps  : 

Have  the  milk  bottled  at  the  dairy  and  set  on  ice  or  in  cold 
water  to  prevent  bacterial  growth  and  promote  the  separation  of 
cream . 

Dip  off  the  top  nine  ounces  or  top  sixteen  ounces  into  a  pitcher 
or  bowl,  and  set  the  milk  bottle  aside  to  avoid  confusion.  It  is 
much  better  to  dip  off  the  top  milk  than  to  siphon  off  the  bottom 
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milk.  When  a  siphon  is  used  all  the  sediment  in  the  milk  goes 
into  the  infant's  food,  as  it  collects  in  the  edges  and  at  the  bottom 
of  the  bottle.      The  siphon  is  also  difficult  to  manipulate. 

Prepare  the  gruel. 

Dilute  the  top  milk  with  tlie  digested  gruel  and  add  sugar. 

The  food  for  a  young  infant  should  contain  from  one-eighth  to 
one-third  of  the  nine  ounces  of  top  milk. 

The  food  for  an  older  infant  should  contain  from  one-sixth  to 
two-thirds  of  the  sixteen  ounces  of  top  milk. 

Diluting  the  top  milk  reduces  the  sugar  in  the  food  too  much  ; 
additional  sugar  equal  to  from  one  twenty-fifth  to  one-twentieth 
of  the  ounces  of  food  brings  this  ingredient  up  to  the  proper  quan- 
tity. Either  granulated  or  milk  sugar  may  be  used.  One  dip- 
perful  of  granulated  sugar  or  a  dipperf ul  and  a  half  of  milk  sugar 
equals  one  ounce.  An  even  tablespoonful  of  granulated  sugar 
equals  half  an  ounce. 

During  hot  weather,  when  the  milk  or  food  cannot  be  kept 
below  60°  F.,  it  will  have  to  be  pasteurized. 

The  digestion  of  each  child  must  be  made  the  standard. 

By  beginning  with  weak  mixtures  and  gradually  increasing  the 
strength  of  the  food  little  difficulty  will  be  encountered.  When 
there  is  vomiting  of  food,  the  digested  gruel  may  be  fed  tempo- 
rarily, and  a  top  milk  poorer  in  fat  used  for  making  up  the  next 
feeding. 

Each  additional  ounce  removed  from  the  milk  bottle  reduces 
the  fat  in  the  top  milk  from  0.5  to  1  per  cent.,  which  will  make 
the  reduction  in  the  infant's  food  from  one-eighth  to  one-third  of 
1  per  cent.,  depending  on  the  dilution.  Proteids  are  varied  by 
increasing  or  decreasing  the  dilution. 

Fine  adjustments  of  percentages  or  very  low  proteids  are  not 
needed  by  this  method,  for  the  cause  of  most  digestive  disturb- 
ances of  infancy  that  require  change  of  percentages  is  the  neglect 
to  alter  the  physical  character  of  the  proteids  of  cow's  milk. 

No  matter  whether  milk  is  rich  or  poor,  practically  the  same 
percentages  will  be  attained  by  this  method  ;  rich  milk  will  be 
diluted  more,  poor  milk  less  ;  that  is  all.  Xo  other  method  has 
been  devised  for  home  use  that  gives  such  accurate  percentage 
results,  or  that  is  as  easy  of  application,  as  this  method  has  proved 
to  be. 
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XXI.  Small  Hospitals  and  Their  Administration. 
By  LOUIS  NOTT  LANEHART,  M.D., 

HEMPSTEAD. 

There  remains  very  little  to  be  said  in  justification  of  the  hos- 
pitals of  large  cities.  Xo  longer  is  their  death-rate  so  large  that 
there  is  need  to  call  them  in  solemn  irony  '^  houses  of  recovery/' 
to  controvert  the  natural  repulsion  of  the  general  public.  The 
black  night  of  ignorance,  when  hospital  beds  were  built,  for 
economy's  sake,  to  contain  four  patients,  but  often  held  six,  with 
smallpox,  surgical  and  general  illnesses  indiscriminately  jumbled 
together,  has  vanished  before  the  double  light  of  bacteriology  and 
humanity  ;  and  hospitals  are  now  recognized  as  giving  honest  ser- 
vice as  well  to  the  patients  as  to  the  education  of  the  profession. 
The  association  of  the  medical  men  of  the  highest  standing  with 
the  large  hospitals,  as  well  as  the  low  death-rate,  the  large  number 
of  patients  returning  to  sing  its  praises  to  their  neighbors,  all 
assure  the  city  hospitals  a  place  in  the  respect  and  affection  of  the 
community. 

Xot  so,  however,  with  the  rural  hospitals.  They  are  frequently 
looked  upon  askance  by  the  members  of  the  medical  profession 
not  in  immediate  association  with  them,  and  are  not  altogether 
free  from  the  suspicion  of  grave  inefficiency  by  the  laity  as  well. 
There  are,  of  course,  a  number  of  these  hospitals  that  are  far 
from  ideal  institutions,  yet  I  know  of  no  instance  where  the  phy- 
sician and  the  community  have  not  been  made  better  by  the  pres- 
ence of  even  these.  But  there  assuredly  are  those  whose  work  is 
of  the  highest  character,  quite  equal  to  the  average  large  city 
hospitals  ;  yet  because  of  their  location  in  the  country  they  do 
not  receive  the  appreciation  due  them. 

The  small  country  hospital  usually  has  its  origin  in  the  ambi- 
tion of  medical  men  wishing  to  have  at  command  means  for  the 
proper  study  of  their  cases,  and  who  are  also  dissatisfied  with  the 
wholly  inadequate  methods  pursued  in  the  care  of  the  sick  poor. 
A  few  physicians  in  the  community  who  are  possessed  of  this 
ambition  for  better  work  will  unite  with  the  more  progressive  of 
their  friends  and  patients  to  form  a  hospital  association. 
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It  is  difficult  to  conceive  of  any  community  of  moderate  popu- 
lation where  modern  medical  methods  are  dominant  in  which  a 
hospital  is  not  needed.  All  medical  men  know  that  most  cases 
of  illness  are  best  taken  care  of  in  a  hospital,  but  it  is  often  diffi- 
cult to  make  the  people  understand  this,  especially  those  living  in 
the  country  ;  there  is  the  natural  dread  that  ignorance  has  of 
institutions,  the  natural  fear  that  helplessness  feels  among 
strangers.  This  antipathy  is  less,  however,  toward  a  hospital  in 
their  immediate  neighborhood  than  to  the  city  hospital.  The 
nervous  strain  of  the  great  city  is  exhausting  to  a  weak  patient, 
especially  to  one  unused  to  its  rush  and  roar.  Not  only  is  the 
absence  of  fear  in  favor  of  the  home  hospital,  but  to  journey  a 
long  distance  is  in  itself  often  fatal. 

While  the  proportion  of  homeless  sick  is  not  so  great  in  the 
country  as  in  the  city,  yet  there  is  a  sufficient  number  of  them  to 
merit  consideration,  and  the  number  of  homes  unsuitable  for  the 
care  of  the  sick  is  very  large.  The  burden  of  the  farmer's  wife 
is  usually  heavy  enough  to  make  the  care  of  severe  illness  a 
breaking  strain. 

The  nearest  hospital  is  none  too  near  to  convey  cases  of  painful 
accident  and  patients  requiring  immediate  operation.  With  an 
efficient  staff,  including  special  consultants,  who  are  willing  to 
serve  in  rare  and  obscure  cases,  the  small  hospital  should  receive 
not  only  all  the  hospital  patients  of  its  community,  but  the  hearty 
support  of  its  physicians  and  of  the  benevolently  disposed. 

Granted,  then,  that  the  small  hospital  is,  in  spite  of  the  polite 
incredulity  of  the  city  men,  both  desirable  and  necessary,  the 
question  of  its  organization  arises.  In  establishing  a  hospital,  no 
matter  how  small,  it  should  be  regularly  incorporated  in  order 
that  it  may  receive  gifts  and  bequests  and  hold  property,  and  in 
this  State  it  must  receive  the  approval  of  the  State  Board  of 
Charities. 

The  number  of  trustees  or  members  of  the  board  of  managers 
should  be  sufficiently  large  to  insure  a  wide-spread  interest. 
Thirty  is  a  convenient  number.  They  should  be  chosen  from  the 
members  of  the  association.  At  the  first  election  after  the  board 
is  chosen  three  groups  of  ten  each  should  draw  by  lot  slips  indi- 
cating terms  of  one,  two,  and  three  years'  service.  At  the  fol- 
lowing elections  ten  should  be  chosen  to  succeed  the  retiring  group 
for  a  term  of  three  years.     This  insures  a  certain  permanence  in 


264  LOUIS    NOTT 

the  character  of  the  board.  All  persons  become  members  of  the 
association  on  the  payment  of  a  certain  sum  yearly,  or  life  mem- 
bers on  the  payment  of  a  much  larger  amount. 

As  women  are  the  leisure  class  in  this  country,  they  often  have 
both  natural  inclination  and  time  to  do  efficient  work  on  hospital 
boards.  The  majority  of  the  board  of  trustees,  therefore,  will 
probably  be  well-to-do  and  experienced  women  of  the  surround- 
ing countryside.  It  is  also  desirable  and  essential  that  there 
should  be  some  active  business  men  on  the  board,  and  that 
hospital  is  a  wise  one  that  gives  a  goodly  representation  to  physi- 
cians on  the  board  of  management.  It  seems  to  be  a  general 
impression  among  those  who  have  had  considerable  experience 
with  hospital  work  that  more  have  failed  through  the  over-zealous 
administration  of  women  managers  than  from  any  other  cause. 
If  this  be  so  it  has  been  due  to  the  men  shirking  work  and  giving 
women  responsibilities  for  which  they  have  had  no  training  in 
their  past  experience.  A  priori  reasoning  undoes  the  most  bril- 
liant woman's  mind.  Certainly,  with  a  little  common-sense  the 
immense  power  and  influence  of  women  will  be  directed  in  the 
channel  where  it  will  be  of  invaluable  good  to  the  hospitals. 

The  president  of  the  board  need  be  neither  the  most  prominent 
nor  the  wealthiest  member  of  the  community.  If  either  of  these, 
his  influence  is  apt  to  be  greater  than  his  knowledge  of  hospital 
matters  warrants.  Just  a  tactful  man  of  good  reputation  and 
intelligence,  who  is  not  easily  offended  or  agitated,  is  what  is  most 
desired.  He  should,  however,  have  time  to  devote  to  adminis- 
tration, and  any  department  tending  to  slackness  should  feel  his 
stimulating  hand. 

Women  make  the  best  members  of  the  house,  wardrobe,  visit- 
ing and  training  school  committees.  The  chairman  of  each  should 
have  a  place  on  the  executive  committee.  The  president,  vice- 
president,  treasurer,  secretary  of  the  association  and  chairman  of 
the  medical  staff  should  be  the  other  members.  And  if,  as  is 
generally  the  case,  these  last-named  are  men,  the  result  is  usually 
an  exceedingly  well-balanced  committee.  The  success  of  a  rural 
hospital  depends  largely  on  the  matron  of  the  hospital.  As  no 
resident  physician  is  at  first  practicable,  the  matron  will  have  a 
double  responsibility.  She  should  be  of  good  education  and 
manners,  and  of  unquestionable  character,  of  executive  ability 
and  decision  ;  a  graduate  preferable  of  a  training  school  that 'has 


SMALL    HOSPITALS    AND    THEIR    ADMINISTRATION.      265 

a  wide  reputation  for  excellence.  She  should  be  absolnt''  in 
authority  within  the  hospital,  under  the  direction  of  the  executive 
committee  only.  Should  the  members  of  the  various  committees 
have  ground  for  complaint  or  criticism,  they  should,  through  their 
chairman,  report  the  matter  to  tlie  executive  committee  for  action. 
It  is  just  here  that  the  undisciplined  woman  of  social  habits  may 
seriously  injure  an  institution  which  really  has  her  good-will. 
Not  sure  enough  of  herself  and  her  ground  of  complaint  to  risk 
bringing  her  criticism  to  the  executive  committee,  she  will  yet 
forgather  with  friends  even  more  inadequately  informed,  and 
go  ov^er  her  surmises  and  influences  till  thousand-tongued  rumor 
spreads  damaging  reports  throughout  the  countryside.  It  should 
be  continuously  impressed  upon  the  members  of  the  various  com- 
mittees that  any  matter  serious  enough  to  w^arrant  public  criticism 
should  first,  for  the  good  of  the  institution  to  which  they  are 
connected,  be  reported  to  the  executive  committee  for  investiga- 
tion. 

Under  the  matron  must  be  an  adequate  corps  of  nurses.  Here 
the  rural  hospital  will  encounter  difficulties.  Trained  nurses 
who  are  successful  are  scarcely  to  be  had  by  the  resources  of  a 
small  hospital,  and  the  distracted  management  after  an  enlightening 
experience  with  those  available  will  usually  hail  the  suggestion 
of  training  their  own  nurses.  The  comparatively  new  profession 
of  trained  nurses  appeals  to  many  women  to  whom  self-support  is 
necessary  or  desirable,  and  to  others  financially  independent  it 
often  comes  as  an  avocation.  With  an  efficient  matron  there 
should  be  no  great  difficulty  in  obtaining,  for  training,  young 
women  from  twenty  to  twenty-seven  years  of  age,  of  accredited 
character,  of  good  physical  condition,  and  of  sufficient,  say  high- 
school,  education.  Good  service  will  be  secured  in  this  way,  for 
the  nurses  will  realize  that  their  future  depends  upon  the  work  of 
each  day,  and  the  course  of  three  years  assures  the  identification 
of  a  nurse  with  her  hospital  that  is  a  guarantee  of  loyal  service. 

The  medical  staff  would  at  first  sight  present  some  difficulties 
in  the  formation  of  a  rural  hospital.  It  must  be  large,  as  all  the 
patients  the  hospital  may  hope  to  receive  until  its  reputation  is 
established  will  come  from  its  attendings.  They  should  be  the  pro- 
gressive men  from  every  section  of  the  constituency — the  men 
whose  work  and  character  are  a  guarantee  of  the  high  standard  of 
the  hospital,  men  who  will  use  the  opportunities  of  the  hospital 


266  LOUIS    NOTT    LANEHART, 

rightly,  men  who  love  their  science  for  its  own  sake.  The  purely 
commercial  medical  man  should  have  no  place  on  the  staff.  Among 
the  number  selected  for  the  staff  there  will  generally  be  so  great 
a  diversity  of  tendency  and  interest  as  to  meet  all  the  requirements 
of  good  work.  Two  or  three  thoroughly  trained  surgeons  are 
necessary  at  the  beginning — a  bacteriologist,  a  pathologist,  and  a 
neurologist  are  necessary — and  can  generally  be  found  or  devel- 
oped. If  added  to  these  are  men  who  can  do  or  may  be  taught 
to  do  creditable  eye  and  ear  and  throat  and  nose  work  the  hospital 
may  be  considered  on  a  firm  foundation.  To  the  physicians 
forming  the  staff  the  hospital  is  of  incalculable  benefit,  although 
they  sacrifice  time  and  money  for  it ;  without  it,  to  attain  the  full 
measure  of  their  growth  would  be  impossible.  Especially  do 
country  physicians  need  this  association.  The  country  physician, 
with  his  large  territory  to  cover,  his  necessarily  general  practice, 
can  come  very  little  into  association  with  other  medical  men,  and 
can  have  little  opportunity  or  stimulus  for  original  work.  In 
every  intellectual  pursuit  isolation  is  stagnation,  and  though  on 
the  one  hand  the  old-time  country  doctor  of  the  good  sort  devel- 
oped a  kindly  common-sense  and  a  quality  of  personal  authority 
that  were  a  saving  power,  the  lesser  man  slipped  from  little 
knowledge  to  greater  humbug  without  the  saving  grace  of  com- 
petition and  inevitable  discovery.  Dr.  Osier  in  a  recent  address, 
speaking  of  hospitals,  said,  '^The  little  farm  well  tilled  is  the 
best.''  It  is  with  the  most  profound  satisfaction  that  some  of  the 
country  doctors  connected  with  these  small  hospitals  realize  that 
in  them  and  through  them  they  may  obtain  all  that  is  best  in 
their  science. 

Of  course,  it  is  impossible  to  have  all  the  physicians  of  good 
repute  of  the  community  on  the  staff,  but  the  relations  of  the 
staff  to  those  not  on  the  staff  should  be  of  so  cordial  and  fraternal 
a  character  that  all  could  if  they  wished  be  equally  benefited 
by  the  hospital.  The  private  rooms  of  the  hospital  should  be  at 
their  disposal  for  the  treatment  of  their  cases,  and  they  should  be 
invited  to  all  operations  on  ward  patients  where  no  objection  is 
made  by  the  patient.  This  condition  does  not  prevail  in  all  small 
hospitals,  but  in  the  Nassau  Hospital,  with  which  I  am  connected, 
the  staff  most  cordially  invite  such  co-operation  with  all  physi- 
cians of  good  standing. 

When  such  an  association   has  been  formed  the  enthusiasm  of 
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the  idealists  is  usually  clashed  when  they  find  that  for  a  building 
they  are  permitted  to  occupy  any  inadequate  house  whose  owner 
can  let  it  for  no  other  purpose.  However,  obstacles  strengthen 
the  muscles,  and  a  few  years'  healthy  endurance  will  usually  see 
a  new  hospital  building  projected.  Here  are  the  opportunities  of 
the  rural  hospital.  Space  and  air  are  the  great  points  of  supe- 
riority of  the  rural  over  the  city  hospital. 

A  site  must  be  chosen  at  a  point  most  accessible  by  railroad 
and  highway  to  the  district  to  be  reached,  and  as  remote  as  pos- 
sible from  swamps,  factories^  and  other  contaminating  agencies 
of  air,  earth,  and  water.  The  building  committee  will  journey 
through  the  regions  of  the  impossible,  and  will  then,  if  wise,  emerge 
with  a  plan  on  the  pavilion  system,  with  wards  of  one  story, 
separated  by  twice  the  height  of  each,  well  ventilated,  and  lighted 
by  windows  on  at  least  two  sides  ;  better  on  three.  The  standard 
arrangements  of  wards  will  be  followed,  and  a  good,  practical 
operating-room,  easily  sterilized,  must  be  planned.  According 
to  the  resources  of  the  hospital  will  be  the  administration-rooms, 
matron's  quarters,  and  nurses'  rooms.  They  must  be  adequate, 
for  good  work  cannot  be  continuously  done  without  sufficient  rest 
and  relaxation.  Heating,  ventilation,  store-rooms  must  be  pro- 
vided for  the  economical  and  proper  administration  of  the  hos- 
pital. 

So  we  have  the  rural  hospital  organized  and  equipped.  Its 
use  and  success  will  depend  upon  the  honest  service  it  renders. 
The  administrative  details  are  the  machinery.  The  better  they 
work  the  less  grinding  there  is.  But  the  reputation  and  pros- 
perity of  the  hospital  will  depend  finally  on  the  real  service  it 
renders. 

If  the  medical  men  give  it  their  best  attention  they  will  gain  an 
enlarged  capacity  and  an  increased  ease  in  their  work  ;  they  will 
have  the  satisfaction  of  realizing  that  as  far  as  the  profession  has 
gone  so  far  are  they  in  real  knowledge  and  theory,  and  that  most 
valuable  adjunct  of  a  medical  man — personal  quality — will  grow 
wnth  exercise  to  its  fullest.  As  with  the  rest  of  humanity,  the 
medical  man  shrivels  with  self-seeking,  and  reaches  his  largest 
growth  in  service  to  his  kind. 

There  is  still  another  service  for  the  rural  hospital  to  render  its 
community.  Little  by  little  it  should  come  to  be  the  educational 
centre  from  which  emanate  modern  ideas  of  hygiene.      Farmers 
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and  dairymen  should  be  encouraged  to  come  to  demonstrations 
regarding  milk  and  water.  Popular  talks  on  infection  should  be 
publicly  given  from  time  to  time.  With  patience  the  hospital 
should  in  time  come  to  see,  from  its  influence,  its  country  towns 
take  pride  in  cleanliness  ;  its  country  houses  flushed  with  air  and 
sunshine,  and,  possibly,  before  the  millennium  country  cooking 
may  see  the  vision  of  simplicity  and  wholesome  nourishment.  This 
will  not  come  at  a  bound,  but  must  be  one  of  the  results  of  the 
hospital's  winning  confidence  by  its  honest  service  and  the  loy- 
alty that  comes  from  the  members  of  its  committees  and  those 
pledged  to  its  support. 

The  support  of  such  a  hospital  must  come  from  the  people, 
who,  either  personally  or  by  report,  come  to  know  its  value. 
Fortunately  for  the  success  of  such  an  undertaking  the  stress  of 
city  life  is  leading  the  very  rich  and  substantially  Avell-to-do  to 
spend  the  greater  part  of  the  year  upon  their  country  estates. 
The  success  of  this  plan  of  life  may  be  seen  in  the  well-set-up, 
fresh -faced  aristocracy  of  England,  and  its  secondary  effect,  the 
personal  interest  that  the  gentry  of  England  take  in  their  local 
hospitals  is  already  shown  to  be  the  natural  kindly  outcome  of 
such  a  centring  of  life  in  the  country  near  our  great  cities. 
These  quick  brains  see  at  a  glance  the  enormous  advantage  of  a 
well-built,  well-run,  local  hospital,  both  personally  and  in  its 
reaction  on  the  doctors  and  the  community,  and  often  contribute 
generously  in  money,  time,  and  care  to  its  success. 

To  be  substantial  the  support  of  the  home  hospital  must  be  an 
object  of  importance  to  all  its  neighbors.  This  applies  particu- 
larly to  churches,  lodges,  and  also  societies  organized  for  chari- 
table purposes.  Committees  should  be  appointed  by  these  bodies 
to  visit  the  hospital  and  gain  accurate  knowledge  of  its  work  and 
needs.  Young  people's  auxiliary  societies  formed  in  the  various 
villages  ;  children  organizing  societies  to  utilize  their  enthusiasm 
for  giving  their  entertainments  for  the  benefit  of  the  hospital, 
should  also  be  thought  of. 

In  one  particular  the  rural  hospital  claims  especially  the  atten- 
tion of  the  city  surgeon.  It  is  the  constant  custom  of  physicians 
to  send  their  convalescing  patients  to  the  country  that  fresh  air 
and  quiet  may  do  their  healing  work  toward  complete  recovery. 
In  cases  of  ordinary  illness  this  is  undoubtedly  of  great  avail;  but 
are  there  not  many  surgical  cases  whose  recovery  would  be  more 
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speedily  accomplished  if  they  could  have  the  benefit  of  these  (^uiet 
and  health-giving  influences  before  their  operations  and  while 
recovering  from  shock?  Is  it  not  worth  the  consideration  of  the 
professional  brotherhood  whether  some  mutually  advantageous 
arrangement  cannot  be  arrived  at  whereby  surgeons  would  bring 
certain  of  their  patients  for  operation  to  the  neighboring  rural 
hospital  ?  It  is  easy  to  raise  objections  more  or  less  real  to  this 
plan,  but  the  serious  question  remains,  Are  there  not  patients 
who  would  distinctly  benefit  by  such  an  arrangement  ?  That  the 
solidarity  of  the  profession  would  be  aided  by  such  an  inter- 
change is  beyond  doubt,  as  is  the  stimulating  effect  on  the  local 
physician.  The  strain  would  seem  to  fall  upon  the  city  surgeon,  but 
the  city  surgeon  of  high  repute  shares  the  burden  of  other  holders 
of  treasure,  and  is  usually  willing  to  give  himself  for  the  good 
of  the  profession  and  the  greatest  interest  of  his  patients.  The 
real  question  then  remains.  Are  quiet  and  fresh  air  as  potent 
forces  for  good  as  our  general  practice  indicates,  and,  if  so,  can 
the  rural  hospital  practically  co-operate  with  its  city  neighbors  ? 

But  without  question  there  is  one  connection  between  the  rural 
hospital  and  the  city  physician  which  is  in  every  way  desirable. 
Every  city  man  has  under  his  care  from  time  to  time  a  nervous 
patient  for  whom  he  knows  that  proper  care  and  quiet  are  the 
sole  requisites  for  recovery.  But  this  is  not  so  easy  to  arrange  as 
to  prescribe,  for  the  places  to  which  such  patients  can  go  regard 
them  with  a  commercial  eye,  and  benefit  rather  by  their  remain- 
ing than  by  their  recovery.  The  interest  and  point  of  view^  of  the 
rural  hospital,  however,  would  be  identical  with  that  of  the 
patient's  physician.  Here,  then,  seems  to  be  one  connecting  link 
toward  the  desirable  connection  between  the  city  hospital  man  and 
his  country  cousin. 

The  greatest  good  the  rural  hospital  can  accomplish,  however, 
is  among  its  own  community.  There,  by  its  persistent  demand 
for  the  best,  it  will  in  time  educate  its  public  till  the  common 
requirement  will  force  even  the  casual  medical  man  to  a  near 
approach  to  hospital  standards. 
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XXII.  Expectant  Teeatment. 
By  a.  JACOBI,  M.D.,  LL.D., 

NEW  YORK  CITY. 

Whex,  fifty  years  ago,  I  graduated  in  medicine  Samuel  Hahe- 
mann  had  been  dead  only  eight  years.  His  principal  influence 
on  therapeutics  was  not  attained  by  his  rejection  of  bloodletting 
or  by  his  ^^similia  similibus''  theory,  but  by  his  potential  dosing 
by  which  he  pretended  to  prove  that  a  drug  would  exhibit  its 
remedial  power  only  when  even  no  trace  of  it  could  be  found  in 
the  medicine  a  patient  was  furnished.  In  this  way  it  was  demon- 
strated, not  so  much  by  him  as  in  spite  of  him,  that  the  sick  might 
recover  without  medicine.  At  the  saxne  time,  based  upon  the 
brilliant  achievements  of  Broussais  and  the  whole  French  medi- 
cine of  the  first  forty  years  of  this  century,  the  Vienna  School, 
under  Rokitansky,  confined  its  research  and  its  teaching  to 
pathological  anatomy  and  diagnosis.  For  in  the  opinion  of 
Rokitansky  medical  science  was  limited  to  dead-house  studies, 
and  the  greatest  Vienna  clinician,  Skoda,  pronounced  the  axiom 
that  a  disease  could  be  diagnosticated,  defined,  and  compre- 
hended, but  there  was  no  means  to  cure  it.  At  the  same  time, 
to  give  a  single  instance  only,  Dietl  treated  750  patients  suffering 
from  pneumonia  without  venesection  and  drugs  with  a  mortality 
of  only  60 — that  is,  less  than  10  per  cent.-— and  thereby  proved 
that  the  alleged  results  of  what  was  called  homoeopathy  in  those 
times  were  fallacies.  He  also  confirmed  the  existence  of  what 
Hippocrates  and  hundreds  of  his  followers  knew  as  ^'  vis  medi- 
catrix  naturae^' — that  is,  the  inherent  tendency  of  many  diseases 
when  not  interfered  with  to  terminate  in  recovery.  Even 
Wunderlich,  of  Leipzig,  in  his  first  period  proclaimed  that  medi- 
cine should  be  science  but  not  art.  All  this  was  proclaimed  in 
spite  of  the  teachings  of  one  of  the  members  of  the  Vienna  circle, 
Hebra,  who  demonstrated  daily  that  many  local  diseases  hitherto 
considered  incurable  could  be  cured  by  and  absolutely  required 
local  treatment. 

That  nihilism  was  based  on  the  harm  which  was  constantly 
done  by  the  polypharmacy  of  former  practices  and  the  nastiness 
of  their  theriacs  and  other  compounds,  and  partly  on  the  lack  of 
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knowledge  of  reliable  medicines  and  of  their  action.  No  nihilism, 
however,  could  after  a  while  withstand  the  growing  influence  of 
pharmacology  and  of  systematic  experimentation,  but  what  has 
been  called  expectancy  has  taken  its  ])lace.  Expectancy  and 
expectant  treatment  mean,  if  anything,  the  method  of  observing 
the  course  of  an  illness  and  the  indications  for  treatment,  with 
the  express  understanding  that  treatment  with  drugs  should  be 
avoided  except  under  the  most  urgent  necessity  recognizable  even 
to  the  average  observer. 

The  rather  fragmentary  remarks  I  shall  make  are  written  for 
the  purpose  of  justifying  treatment,  and  particularly  medicinal 
treatment,  to  a  greater  extent  than  writers  appear  anxious  to  per- 
mit— to  no  greater  extent,  however,  than  far-sighted  practitioners 
justify  by  their  practice.  Wb.at  I  shall  have  to  say  I  want  to  be 
understood  as  a  plea  for  timely  and  energetic  medication  and  for 
the  suppression  of  the  very  term  of  expectancy  as  needless  and 
misleading. 

Expectancy  in  treatment  has  its  well-defined  causes  : 

1.  Reliance  on  nature.  By  all  means  rely  on  her,  but  do  not 
forget  that  you  and  your  tools  and  your  remedies  are  nlso  parts  of 
nature.  The  reliance  on  the  power  of  nature  in  contradistinction 
to  the  effort  of  man's  doing  is  one  of  the  axioms  due  to  a  trinity 
of  modesty,  ignorance,  and  laziness.  '^Natura  sanat,  medicus 
curat,'^  is  on  everybody's  lips,  medical  man's  and  layman's,  the 
latter' s  mainly  when  in  health  he  snubs  and  ridicules  the  doctor, 
while  he  sends  for  him  in  hot  haste  when  falling  sick.  What 
the  doctor  is  credited  with,  perhaps,  is  that  he  takes  care  of  the 
patient  and  sees  to  it  that  nature  may  perform  its  work. 

Before  a  Philadelphia  audience  some  years  ago  the  same  subject 
was  discussed.  A  few  notes  of  what  was  there  submitted  may  be 
admitted  here.  Here  is  an  example  :  ^^  Nature  was  kind  enough 
to  so  reduce  haemoglobin  as  to  give  you  an  opportunity  to  render 
a  girl  a  service  by  feeding  her  on  iron.  Nature  saves  her  by 
kindly  givin^:  her  a  stomach  and  viscera  and  lymph  apparatus  to 
digest  your  iron — that  is  why  it  is  not  you  that  has  anything  to 
do  with  her  recover5\  Oh,  no  !  But  then  there  are  other  cases  of 
chlorosis  where  nature  supinely  furnished  cougenitally  small 
arteries  and  an. incurable  chlorosis.  Most  complacently  nature 
looks  ou.  The  man,  however — that  is  you — is  blamed  for  not 
making  progress  against  impossibilities.     You  think  you  heal  a 
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mau  poisoned  by  plasmodia  by  giving  him  quinine,  arsenic,  or 
ergot.  Again  a  mistake,  for  it  is  nature  that  raises  cinchona  trees 
and  furnishes  digestion.  May  be  quite  often  for  that  reason 
nature  is  credited  with  the  good  result,  and  the  patient  feels  justi- 
fied in  not  paying  the  doctor  either  thanks  or  debts.  You  think 
you  save  a  man  by  cutting  down  on  an  appendicitis  or  a  liver 
abscess  ;  far  from  it  ;  you  are  only  the  scavenger,  but  nature 
forms  exudations  and  adhesions.  You  keep  skin  and  table  and 
tools  aseptic,  and  think  you  did  a  praiseworthy  thing  in  the  way 
of  prevention.  What  of  it?  Nature  permitted  man  to  invent 
soap  and  sublimate  and  created  a  healthy  cell  proliferation.  You 
find  a  man  in  the  gutter  with  a  sunstroke  kindly  donated  by 
maternal  nature  ;  you  work  over  him  for  hours  with  ice  and 
stimulants  and  friction.  No  thanks  to  you  ;  it  is  ^nature'  that 
empties  his  cerebral  bloodvessels,  eliminates  toxins  and  restores 
him.  You  are  expected  to  and  believe  you  heal  a  fracture  ;  that 
is  what  you  cannot  do  ;  nature  does  it.  Can  you  make  new  cells  ? 
Can  you  form  callus  ?  What  you  can  accomplish  is  to  adapt  the 
ends  of  the  bones  and  to  appear  as  defendant  in  a  suit  for  malprac- 
tice. You  say  all  this  is  farcical.  So  it  is,  but  the  absurdity  is 
not  mine.  If  there  be  anything  insipid  in  man's  so-called  reason- 
ing it  is  this  unmeaning  fighting  about  words,  this  wiseacre  talk 
about  the  relations  of  ^  nature '  and  doctor. 

^^  Shakespeare  is  right  as  always  {Twelfth  Night)  :  ^  Words  are 
grown  so  false,  I  am  loath  to  prove  reason  with  them.'  "  ^ 

Nature  does  not  kill  and  does  not  cure.  If  there  were  con- 
sciousness in  her  she  would  feel  indifferent  about  what  she  is, 
viz.,  mere  evolution.  With  her  sunshine  she  grows  harvests  and 
sunstrokes  ;  her  moonshine  favors  lovers  and  burglars  alike  ;  her 
rain  feeds  men  and  drowns  them  ;  her  wind  fertilizes  trees  and 
destroys  the  abodes  of  a  thousand  people.  Nature  is  a  Mauser 
bullet.  Stand  in  its  way,  and  it  hits  you  ;  dodge,  and  you  are 
saved.  It  makes  no  difference  to  nature.  In  nature  a  diphtheria 
bacillus  has  its  democratic  rights  and  duties  like  George  Wash- 
ington ;  that  is  why  it  could  kill  him.  She  has  no  predilections 
and  no  reasoning  ;  she  is  simply  cause  and  effect.  That  is  why 
she  can  be  guided  and  misguided  by  you,  by  engineers,  and  Avhy 
the  logical  mind  or  the  whim  of  man  and  the  logical  necessities 

1  Philadelphia  Medical  Journal,  December,  1898. 
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of  nature  are  engaged  in  a  constant  strife  for  superiority.  In 
matters  of  health  and  life  the  medical  homo  sapiens  utilizes  or 
combats  the  doings  of  nature.      By  caring  he  cures. 

Unfortunately  or  fortunately  curing — ^'  curare  '' — has  long  lost 
its  literal  meaning.     Cure  is  healing. 

2.  The  practitioner  has  no  clear  indications,  and  resorts  to 
expectant  treatment,  which  is  merely  no  treatment,  but  an  idle 
looking  on,  because  of  his  insufficient  diagnosis  and  prognosis. 

Ignorance  makes  cowards.  The  nature  of  a  disease  is  learned, 
beside  its  symptomatology,  by  its  pathological  anatomy  in  the 
same  way  that  physiology  must  be  founded  on  gross  and  histo- 
logical anatomy. 

Unless  the  practitioner  is  a  good  diagnostician  and  observer — 
for  no  accurate  prognosis  is  possible  without  a  large  number  of 
close  observations  of  the  full  course  of  morbid  processes — he  will 
never  be  a  good  and  reliable  therapeutist. 

If  a  man  be  ignorant  and  careful  and  keep  his  hands  off  he 
will  never  do  wilful  harm  to  his  patient,  and  will  let  him  get  well 
or  die  undisturbed.  But  not  knowing  why  and  how,  he  will 
never  benefit  him. 

Unfortunately  for  us,  most  ignorant  men  are  not  modest  or 
cautious  ;  unfortunately,  also,  most  of  our  work  is  brain  work. 
Those  without  brains,  therefore,  should  not  be  among  us. 
That  is  why  neither  our  calculations  nor  our  results  can  be  satis- 
factory always.  Those  of  us  who  work  with  their  hands  and 
brains  equally,  or  with  their  hands  preferably — that  is,  the  opera- 
tive surgeons — are  better  off.  Their  aim  is  simple,  their  disease 
local,  their  treatment  direct;  even  their  diagnosis  is  confirmed  or 
refuted  by  their  autopsy  on  the  living,  and  their  medicine  simple 
and  effective.  Iron  in  their  hands  is  a  different  weapon  from 
that  on  which  we  read  tracts  and  books  innumerable  without 
being  sure  that  we  understand  its  action. 

3.  The  physician  is  not  sure  of  the  action  of  his  medicines  ; 
not  even  specifies,  such  as  quinine,  salicylic  acid,  anti-syphilitics, 
and  antitoxins,  are  absolutely  certain  in  their  effects.  Even 
emetics  and  purgatives  act  differently  in  different  persons,  so  do 
narcotics  in  the  mentally  sound  ;  particularly,  however,  in  those 
unsound.  Cardiac  tonics  and  stimulants  exhibit  the  same  diffi- 
culties. Their  doses  cannot  be  determined  by  ages  or  by  body 
weights.      The  young  require  very  much  greater  relative  doses. 
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Likewise,  iu  the  hands  of  the  very  best  observers,  large  numbers 
of  cases  and  observations  are  required  for  trustworthy  results,  and 
the  published  records  of  observers  of  unequal  acumen  or  expe- 
rience are  far  from  being  reliable  guides  in  different  seasons, 
localities,  or  climates.  Not  infrequently  the  difficulties  are 
increased  by  the  condition  of  the  drugs.  Digitalis,  pomegranate^ 
ergot,  pilocarpus  are  of  unequal  value  in  different  countries,  and 
are  changed  by  age  or  manipulation.  Tinctures  and  solid  extracts 
of  many  herbs  change  their  nature  and  activity.  Adulterations 
are  frequent.  That  is  why  the  raw  material  and  many  prepara- 
tions of  many  herbs  are  unreliable.  Even  simple  bodies  like 
milk-sugar  are  adulterated  and  far  from  serving  the  purposes 
they  are  used  for. 

Thus  it  is  explained  why  the  tendency  of  employing  alkaloids 
is  growing  from  year  to  year.  Moreover,  the  immense  increase 
and  the  restless  activity  of  wholesale  manufacturers — while  they 
deserve  credit  for  much  meritorious  work,  mainly  for  their 
synthetical  preparations — have  greatly  hampered  the  success  of  the 
legitimate  druggists  whose  fair  dealings  are  endangered  both  by 
the  overcrowding  of  their  profession  and  the  competition  of  the 
wholesale  druggists. 

It  is  wonderful  to  behold  how  many  are  our  opportunities  to 
commit  sins  or  crimes  of  either  commission  or  expectant  omission 
without  getting  into  the  clutches  of  the  law.  The  latter,  indeed, 
is  lenient.  In  many  cases  where  it  should  punish  neglect  it  pleads 
in  our  favor  our  ignorance,  which,  indeed,  is  no  ^^  bliss,''  at  least 
not  to  the  sick,  but  a  valid  excuse  for  the  sinner. 

Let  me  give  you  a  few  instances  only  of  expectant  treatment  of 
my  own.  I  want  to  prove  the  indefiniteness  of  the  boundary  line 
between  what  may  be  taken  for  justifiable  delay  but  is  irresolute 
ignorance  or  cowardice. 

It  was  forty  years  ago — I  kept  the  notes  of  the  case — that  a 
young  man  complained  to  me  of  pain  and  swelling  in  his  right 
side  above  the  liver.  He  was  treated  ^^expectantly,''  in  the 
hope  that  if  an  abscess  would  form  it  would  point  externally. 
Nothing  was  done.  One  day  the  abscess  broke  into  the  pleural 
cavity.  My  patient  died;  but  his  case  is  one  of  those  that  after 
nearly  half  a  century  turns  up  in  an  occasional  sleepless  night. 

It  is  not  the  only  one  of  its  kind,  nor  shall  I  ever  be  less 
disturbed  by  another  piece  of  expectant  treatment. 
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Forty-six  years  ago  I  was  at  least  as  young,  ignorant,  irresolute, 
and  helpless  as  to-day.  Tiiere  was  a  woman — I  know  her  face 
to-day,  for  I  have  seen  it  a  thousand  times  since — who  died  in  her 
first  confinement,  so  did  her  child,  because  I  killed  time  and 
opportunities  by  bothering  with  the  forceps  while  I  should  have 
saved  two  lives  by  Csesarean  section. 

Having  laid  myself  open  to  your  criticism,  I  am  egotistic  enough 
now  to  speak  of  the  expectant  mistakes  you  are  making,  or  many 
of  you,  or  a  very  few  of  you. 

What  someone  here  present  may  be  doing  is  constantly  as  fol- 
lows : 

A  snoring  mouth-breather  is  treated  expectantly — that  is,  not 
at  all.  No  regular  nasal  irrigations  are  made  that  most  normal 
infants  and  children  should  be  subjected  to.  Indeed,  it  is  of  more 
importance  to  wash  the  dirty  little  nose  inside  than  outside.  Big 
adenoids  are  not  removed,  large  tonsils  are  not  resected. 

What  you  by  your  ^'expectant  treatment''  cause  and  are 
responsible  for  is  at  least  insufficient  aeration,  pallor,  defective 
development  of  the  chest,  and  chronic  indigestion  with  its  life- 
long results,  as  also  the  constant  danger  of  coccus  or  bacillus 
invasions.  Microbes  may  be  counted  by  the  millions  and  rendered 
harmless  when  merely  deposited  on  the  mucous  membranes  of 
either  nose  or  pharynx  as  long  as  the  epithelia  are  in  a  healthy 
condition  ;  but  the  undisturbed  presence  of  catarrh,  adenoids,  or 
chronic  pharyngitis,  which  invite  or  facilitate  microbic  invasion,  is 
a  direct  cause  proxima  for  tuberculosis,  dipiitheria,  rheumatism, 
and  meningitis. 

Suppose  you  saw  a  child  in  a  clean,  liealthy  house  and  family 
with  slight  pharyngitis,  perhaps  only  on  one  side.  You  know 
that  when  a  pharyngitis  is  found  on  one  side  exclusively  that  it  can 
be  the  result  only  either  of  a  local  infection  or  a  trauma.  You 
know  that  ;  the  parents  and  children  do  not.  Still,  the  child 
appears  to  be  well,  with  little  or  no  rise  of  temperature.  The 
doctor  is  apt  to  say  that  he  hopes  it  is  nothing,  and  as  that  fully 
agrees  with  the  hopes  of  the  mother,  the  latter  authority  thinks 
well  of  the  doctor  because  he  is  of  her  own  so-called  thinking. 
Twelve  or  twenty-four  hours  later  he  is  told  that  there  are  white 
spots  in  the  throat,  and  soon  he  knows  that  he  has  lost  the  same 
number  of  hours.  Though  the  case  may  not  be  one  of  bacillus 
diphtheria,  which  you  cannot  learn  until  six  or  ten  hours  have 
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passed  by,  but  of  the  coccus  variety  ;  the  latter,  though  benevo- 
lently neglected  by  our  conservative  boards  of  health,  are  infec- 
tious and  contagious. 

Instead  of  giving  an  otherwise  innocent  dose  of  a  half  or  one 
milligramme  of  corrosive  sublimate  iu  a  tablespoonful  of  water 
every  hour  or  half-hour,  and  preventing  the  full  development  of 
the  microbic  intoxication,  you  preferred  to  make  no  diagnosis,  to 
approve  of  a  mother's  prognosis,  and  to  show  your  respect  to 
nature  by  Micawberish  indifference  called  expectant  treatment. 

In  every  attack  of  diphtheria,  apparently  mild  or  severe,  you 
have  to  expect  or  to  fear  heart-failure,  the  result  of  toxins  causing 
parenchymatous  degeneration  of  the  muscle.  You  know  it  may 
come,  aye,  it  will  come.  You  treat  the  baby  as  if  that  would 
never  happen.  Every  death  that  will  occur  unless  you  have 
given  ample  doses,  large  doses,  of  alcoholic  beverage,  first  qualit}^ 
— no  fusel  oil  whiskey,  which  is  a  depressing  poison — should  be 
laid  at  your  door  and  attributed  to  your  expectant  treatment. 

Why  do  your  cases  of  pneumonia  die  ?  Some  of  them — a  few 
only — perish  from  the  paralyzing  influence  of  the  infection  ;  many 
of  the  accompanying  or  complicating  nephritis  ;  most  from  heart- 
failure.  If  the  latter  be  controllable,  the  responsibility  is  ours. 
We  know  a  lobar  pneumonia  will  seldom  terminate  its  exudative 
period  in  a  few  days,  usually  in  six  or  seven  ;  the  duration  of  a 
lobular  pneumonia  cannot  be  calculated  or  estimated,  and  though 
it  does  not  kill  the  first  day  or  two,  its  mortality  is  greater. 

In  both  we  know  that  from  day  to  day  inanition  must  grow, 
the  heart  becomes  feebler,  failure  be  more  imminent,  and  death 
more  sure.  Expectant  treatment  waits  until  these  symptoms, 
which  you  are  sure  are  preparing,  really  loom  up.  When  your 
enemy  is  inside  you  try  to  close  the  door  behind  him,  and  begin 
your  race  with  death  when  it  is  to  late.  Then,  when  there  is  no 
longer  a  circulation,  you  hope  in  vain  for  the  absorption  of  your 
stimulants —strychnine,  ether,  camphor,  hot  injections,  whiskey  — 
either  in  the  stomach,  or  the  rectum,  or  the  subcutaneous  tissues, 
but  in  vain. 

The  post-mortem  verdict  may  be  various.  I  know  of  what  I 
speak.  ^'The  doctors  did  everything  they  could.''  ''When 
they  saw  the  baby  was  dying  they  stood  by  us  to  the  last." 
''We  called  a  consultant  who  knew  no  more  than  the  rest,  for, 
indeed,  the  darlino;  died  almost  as  soon  as  he  came." 
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The  facts  of  the  case  are  these  :  that  many  a  case  of  pneumonia 
dies  in  spite  of  your  best  directed  efforts,  but  many  more  of  your 
expectancy.  You  have  no  right  to  expect  your  case  to  proceed 
differently  from  or  better  than  others.  From  day  to  day  the  heart 
must  and  will  lose  strength.  When  this  persistent  loss  will  ter- 
minate you  do  not  know.  It  is  your  duty  to  prevent  what,  without 
your  intereference,  will  certainly  happen.  Begin  your  stimulation, 
which  at  first  should  not  be  alcoholic,  coupled  with  judicious  feed- 
ing and  care  of  the  digestion  at  an  early  period  of  the  illness,  and 
do  not  forget  one — shall  I  say  the  f — principal  object  in  view. 

Listen,  if  you  please.  To  have  died  is  no  calamity  to  the  dead  ; 
mourning  for  the  dead  may  be  an  easy  matter  to  many  ;  to  many, 
however,  who  remain  behind  it  is  a  canker  that  grows  in  their 
hearts  forever.  Still,  the  greatest  calamity  of  all  is  long  invalid- 
ism ;  much  of  this  may  be  avoided  by  attending  to  the  heart  at 
once.  Those  of  us  who  hav^e  followed  the  studies  of  the  last 
fifteen  or  twenty  years  connected  with  the  myocardium  are  aware 
of  the  many  dangers,  shortening  or  embittering  existence,  wrought 
by  pathological  changes  of  the  heart  muscle,  formerly  not  noticed 
or  not  appreciated. 

Permit  me  to  quote  a  few  lines  from  a  former  paper  -}  '^  Should 
medication  begin  when  collapse  is  setting  in  or  has  occurred? 
This  systematic  procrastination  is  parallel  to  giving  nourishment 
when  inanition  is  complete,  and  not  before.  When  the  donkey  of 
the  gospel  disappears  in  a  ditch  on  Sunday,  make  haste  to  pull 
him  out  on  Monday.  Allow  the  child  to  drown  in  your  well, 
and  be  sure  to  cover  it  up — the  well,  I  mean — on  the  day  of  the 
funeral.  Build  earthworks  quickly  when  the  enemy  is  in  your 
camp.  That  is  the  same  theory  and  practice  according  to  which 
antitoxin  is  injected  on  the  fifth  day  instead  of  the  first  ;  alcohol 
is  refused  in  sepsis  ;  digitalis  in  full  doses  in  dilatation  and  weak- 
ening of  the  heart  ;  ice  and  opium  in  peritonitis  ;  morphine  in 
alcoholic  delirium,  or  venesection  in  acute  overdistention  of  the 
right  ventricle." 

Extend  your  consistency  in  a  mistaken  course  of  acting,  or, 
rather,  abstaining  from  action,  and  you  are  no  longer  within  the 
domain  of  art  based  on  science,  but  approach  the  dangerous 
border  line  of  the  Christian  Science  criminality. 
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To  those  measures  which  are  required  to  cover  vital  indications 
I  do  not  even  allude.  I  do  not  choose  to  suppose  that  the 
attempts  at  saving  life  in  accidents  could  ever  be  omitted.  To 
that  class,  like  the  cutting  of  the  rope  around  the  neck  of  a  sus- 
pended person,  belong  tracheotomy  or  intubation  in  cases  of  suffo- 
cation from  internal  causes,  artificial  respiration  by  mechanical 
means  and  electrization  of  the  phrenic  nerve,  transfusions  and 
salt  water  infusions,  also  the  administration  of  antidotes  to  poisons, 
and  the  subcutaneous  dosing  with  stimulants. 

Next  in  order  are  operations  which  should  be  understood  and 
practised  by  every  practitioner  ;  beside  tracheotomy  and  intuba- 
tion, paracentesis  in  all  cases  of  pleural,  abdominal,  cerebrospinal 
and  intradural  effusions  ;  herniotomy  and  operations  for  the  relief 
of  immediate  dangers  occasioned  by  osteomyelitis  and  neoplasms. 
In  all  of  such  cases  the  indication  may  be  so  urgent  that  the  ques- 
tion is  no  longer  one  of  the  treatment  of  a  disease,  but  the  imme- 
diate saving  of  an  endangered  life. 

There  are  other  indications  almost  equally  urgent.  Prevent 
chronicity  and  sequelae  of  a  disease  by  timely  interference  and  by 
shortening  its  course.  Though  whooping-cough  is  a  self-limited 
disease,  it  should  be  mitigated  or  cut  short,  for  every  day  of  its 
duration  brings  with  it  the  possibility  of  hemorrhage,  broncho- 
pneumonia, and  possibly  of  tuberculosis. 

Avoid  amyloid  degeneration  by  attending  to  abscesses  and 
necroses  ;  the  relapses  of  malarial  fevers  by  giving  quinine  after 
the  disappearance  of  the  attacks,  for  a  month  or  two,  in  lengthen- 
ing intervals.  Wherever  rheumatic  polyarthritis  has  once  existed, 
with  or  without  endocarditis,  see  to  it  that  your  patient  may 
never  be  without  doses  of  salicylates  on  hand,  which  are  to  be  taken 
as  soon  as  the  slightest  pain  shall  have  reappeared.  By  resort- 
ing to  such  measures  you  will  have  ample  reason  to  rejoice  over 
many  cardiac  diseases  avoided  and  deaths  averted.  Take  advan- 
tage of  the  quiescence  of  the  appendix  and  save  the  patient's  life 
by  means  of  an  operation,  the  time  for  which  you  can  select,  and 
the  prognosis  of  which  when  thus  performed  is  almost  certain  to 
be  of  the  best,  instead  of  standing  expectantly  by  and  looking 
forward  to  an  acute  attack  that  will  take  him  off,  operation  or  no 
operation. 

I  am  aware  that  I  have  not  given  you  anything  new,  no  new 
clue  to  diagnosis,  no  new  microbe,  no  new  drug.     But  I  thought 
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I  might  lay  before  the  young  men  among  you  some  of  the  lessons 
a  long  life  taught  me  and  impressed  upon  me.  During  these 
fifty  years  there  were  few  days  in  which  I  was  not  called  upon 
either  to  cure  or  to  prevent,  duties  the  performance  of  which  is 
frequently  invisible  and  as  unpretentious  as  it  may  be  made 
usef(d. 

These  lessons  are  not  exclusively  my  own.  They  were  con- 
veyed by  and  compared  with  what  I  could  learn  from  the  old  and 
the  young.  In  my  contact  with  the  former  I  learned  what  to  do 
and  what  not  to  do  ;  the  latter  have  often  impressed  me  with  their 
enthusiasm  and  incited  mutual  criticism.  As  I  was  ever  of  the 
opinion  that  I  had  a  right  to  claim  as  much  youth  and  ignorance 
as  they  cheerfully  displayed,  I  was  always  ready  to  be  taught  and 
corrected,  and  could  afford  to  do  so  because  I  need  not  give  up 
the  direction  given  my  life  by  the  compass  controlling  modern 
medicine.  The  impetus  which  gave  medicine  its  biological  char- 
acter dates  from  the  time  of  my  first  medical  studies.  That  char- 
acter appeared  at  first  to  lead  our  path  away  from  the  goal  of  all 
medicine,  viz.,  the  prevention  and  cure  of  disease  and  improve- 
ment of  the  mental  and  physical  condition  of  man  and  mankind  ; 
but  soon  proved  the  correctness  of  Benjamin  Franklin's  saying, 
that  no  science  was  good  for  anything  unless  it  proved  beneficent 
to  mankind. 

In  that  sense  every  progress  in  the  science  of  medicine  con- 
tributed to  the  art  of  healing  and  aided  in  creating  the  era  of 
therapy  in  which  w^e  now  live. 

To  benefit  a  few  among  you  whose  professional  career  may 
not  yet  have  attained  or  firmly  planted  its  aim  or  ideal,  I  wrote 
these  few  pages  both  as  a  review  and  as  a  platform. 

That  platform  should  be  : 

In  order  to  obtain  indications  for  treatment  make  a  diagnosis. 
That  art  is  becoming  both  more  accessible,  and,  through  honest  and 
hard  work,  more  easy  with  the  aid  of  modern  methods. 

Remember  that  most  diseases  have,  indeed,  a  tendency  to 
spontaneous  recovery,  but  also  that  recovery  is  not  always  com- 
plete and  that  invalidism  should  not  be  invited  through  neglect 
of  treatment. 

Complications  are  possible  as  long  as  an  illness  lasts,  and  with 
every  day  cut  short  the  dangers  of  an  otherwise  typical  disease 
are  diminished. 
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The  experience  of  old  men  in  the  profession  who  claim  they 
employ  less  drugs  with  advancing  years  means  sometimes  an 
inability  to  master  new  methods  of  diagnosis  and  the  knowledge 
of  new  medicines  or  of  physical  remedies. 

There  is  no  one  treatment  for  a  disease  adapted  to  every  patient. 
There  is  no  such  thing  as  a  uniform  treatment  for  pneumonia  or 
for  typhoid  fever,  not  even,  in  spite  of  antitoxins,  for  diphtheria 
or  tetanus. 

We  should  not  try  to  treat  the  name  of  an  illness,  but  the  patient. 


XXIII.   The  So-called  Traumatic  Neurosis. 
By  HAROLD  N.  MOYER,  M.D., 

CHICAGO. 

In  presenting  the  so-called  traumatic  neurosis  I  recognize  that 
an  immense  amount  has  been  written  upon  the  subject,  and  that 
there  are  widely  varying  opinions.  Into  the  controversies  of 
the  last  few  years  I  shall  not  enter,  excepting  in  so  far  as  they 
serve  as  an  introduction  to  the  views  that  will  be  presented  in 
this  paper.  I  shall  also  not  burden  you  with  long  accounts  of 
clinical  cases,  but  present  a  paper  which  is  in  the  nature  of  con- 
clusions based  upon  a  study  of  over  seven  hundred  examinations 
of  cases  presenting  nervous  troubles  which  are  attributed  by  the 
individuals  affected  by  a  trauma. 

Traumatic  neurosis  is  any  deviation  from  the  normal  in  the 
nervous  system  caused  by  violence.  Thus  a  fracture  of  the 
humerus  involving  the  musculospirai  nerve  is,  strictly  speaking, 
a  traumatic  neurosis.  Of  late  there  has  been  an  increasing  ten- 
dency to  restrict  the  term  neurosis  to  those  conditions  of  the 
nervous  system  not  accompanied  by  appreciable  alteration  in  the 
central  nervous  system,  the  symptoms  of  which  are  largely  sub- 
jective and  which  do  not  ordinarily  present  the  sensory  and  motor 
phenomena  associated  with  organic  changes.  Hence,  the  term 
traumatic  neurosis  is,  by  common  consent,  largely  restricted  to 
cases  of  a  functional  character. 

The  term  spinal  concussion,  as  used  by  Erichsen  nearly  forty 
years  ago,  has  served  as  a  foundation  for  an  extraordinary  sup.er- 
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structure,  and  one  that  has  maintained  itself,  decade  after  decade, 
in  spite  of  the  advances  in  our  knowledge  of  neural  pathology. 
A  description  of  the  distinctions  that  were  made  between  a  spinal 
concussion  and  the  spinal  concussion,  the  former  referring  to  the 
immediate  effects  of  a  traumatism  upon  the  spinal  cord,  and  the 
latter  to  a  more  or  less  prolonged  departure  from  the  general 
health,  which  Erichsen  attributed  to  a  '^molecular  vibration^'  in 
the  cord,  and  the  controversies  growing  out  of  these  would  fill 
volumes.  Those  who  recognize  the  inherent  difficulty  in  the  use 
of  such  a  term  as  spinal  concussion,  expressing  as  it  did  two 
different  ideas  in  pathology,  sought  to  substitute  another  term. 
Clevenger  proposed  ^^  Erichsen's  disease,''  while  Oppenheim 
used  the  term  ^^  traumatic  neurosis,''  as  applied  to  a  more  or  less 
functional  disturbance  of  the  nervous  system  following  trauma. 
Other  writers  substituted  for  the  spinal  concussion  railway  spine, 
railway  brain,  and  other  less  euphonious  and  still  more  obscure 
terms. 

An  unfortunate  element  in  many  of  these  cases  is  the  accom- 
panying litigation.  On  the  one  hand,  railway  surgeons  contend 
that  traumatic  neurosis  is  simply  the  subjective  conception  of  the 
patient  injured  in  a  railway  accident,  brought  into  court  for  the 
purpose  of  obtaining  money  from  an  already  impoverished  cor- 
poration. On  the  other  side  of  these  cases,  the  attending  physi- 
cian invokes  that  appalling  entity,  spinal  concussion,  with  its 
molecular  perturbations,  altogether  making  a  condition  which 
would  render  the  person  sick,  sore,  and  disabled  as  long  as  he 
lived.  The  physicians  in  the  defence  of  these  cases  devised  new 
terms,  among  which  were  litigation  symptoms,  to  characterize  the 
subjective  statements  which  the  patient  made  and  which  were 
said  to  entirely  disappear  under  the  revulsive  action  of  a  green- 
back plaster. 

We  may  safely  dismiss  all  such  controversies  as  being  quite 
valueless  in  advancing  knowledge  of  the  subject,  and  it  is  the 
purpose  of  this  paper  to  endeavor  to  point  out  a  few  landmarks 
which  may  serve  as  guides  in  the  study  of  a  very  obscure  subject. 

To  arrive  at  a  correct  appreciation  of  these  cases,  one  should  at 
once  dismiss  the  idea  of  traumatic  neurosis,  Erichsen's  disease,  or 
spinal  concussion,  from  their  mind,  particularly  if  these  are  held 
with  the  view  that  there  is  a  certain  functional  trouble  of  the 
nervous  system  that  is  due  to  accident  or  violence,  and  which  can 
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be  recognized  as  such  in  the  absence  of  a  statement  that  the 
patient  has  sustained  an  injury.  In  the  descriptions  of  Erichsen's 
disease,  something  like  thirty  symptoms,  running  all  the  way 
from  tremor  and  increased  reflexes  to  uneasiness  in  the  neck 
muscles  or  pain  in  the  back,  are  included.  Some  of  these  cases 
are  clearly  hysterical;  others  have  a  neurasthenic  character;  some 
are  distinctly  hypochondriacal,  and,  perhaps,  even  a  fourth  group 
might  be  made  comprised  of  the  so-called  litigation  symptoms. 
If  the  symptomatology  of  Erichsen's  disease  is  obscure,  what 
shall  be  said  of  the  pathology  and  prognosis,  the  latter  especially 
being  important  in  a  litigated  case  ?  No  one  can  tell  the  outcome 
of  a  case  of  Erichsen's  disease,  as  the  symptoms  may  vary  from 
slight  functional  alteration  to  those  which  involve  structural 
changes  in  the  nervous  system.  The  diagnosis,  at  best,  whether 
we  use  the  term  traumatic  neurosis,  Erichsen's  disease,  or  spinal 
concussion,  is  devoid  of  limitation  ;  it  does  not  define  symptoms 
nor  pathological  changes,  nor  does  it  lead  to  a  prognosis.  Hence, 
unless  it  can  be  clearly  shown  that  there  is  a  definite  symptom 
grouping  which  with  fair  constancy  results  from  injury,  these 
terms  should  all  be  abandoned.  In  the  examination  of  a  case  we 
should  view  the  symptoms  as  a  medical  problem,  and  endeavor  to 
make  a  prognosis  upon  the  same  lines  that  we  do  in  disease  and 
changes  of  the  nervous  system  not  caused  by  traumatism. 

That  traumatism  may  cause  disturbance  in  the  central  nervous 
system  scarcely  admits  of  question  ;  also,  that  it  may  be  organic 
or  functional,  though  the  latter  is  by  far  the  more  frequent.  The 
organic  disturbances  of  the  nervous  system  may  include  any  of 
the  systematized  or  general  degenerations  of  the  brain  and  cord. 
Among  our  cases  are  several  well-defined  spastic  paraplegias. 
Whether  tabes  can  be  caused  by  traumatism  we  are  not  so  confi- 
dent, but  are  sure  that  with  the  predisposing  factor  of  syphilis 
traumatism  may  act  as  an  exciting  cause.  Of  course,  the  grosser 
lesions,  such  as  fracture,  hemorrhage  from  ruptured  bloodvessels, 
and  pressure  from  the  consequent  hsematoma  call  for  no  extended 
description. 

The  functional  group  is  by  far  the  most  important  and  the  one 
which  has  caused  all  the  controversy,  and  has  led  to  the  effort  to 
substitute  various  names  for  an  actual  study  of  the  nervous  con- 
ditions. That  grave  functional  disturbance  of  the  nervous  system 
may  result  from  accident  or  injury  is,  to  my  mind,  settled,  aftd 
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this,  in  the  absence  of  fracture  of  the  skull  or  dislocation^of  the 
spinal  column.  When,  however,  we  discover  these  syra])toms  we 
find  that  they  naturally  fall  into  certain  groups — hysterical,  neu- 
rasthenic, and  hypochondriacal.  This  is  not  to  say  that  every  case 
will  present  a  pure  type  of  one  of  these  affections  ;  there  are  often 
mixed  cases  in  which  one  or  the  other  element  may  be  more  pro- 
nounced. So  far  as  my  experience  goes,  neurasthenia  is  by  far 
the  most  common  in  those  cases  in  which  there  was  an  absence  of 
a  previous  history  of  nervous  weakness  or  a  marked  hereditary 
element.  Those  cases  which  had  in  their  previous  history  an 
hereditary  or  acquired  nervous  weakness  most  frequently  present 
the  hysterical  type.  A  very  few  cases  were  clearly  hypochondriacs, 
presenting  the  typical  manifestations  of  that  psychosis  and  often- 
times with  no  other  symptoms.  I  shall  leave  out  of  consideration 
the  so-called  litigation  symptoms,  which  are,  after  all,  mere  cases 
of  feigning,  and  which,  as  a  group,  have  never  merited  the  atten- 
tion bestowed  upon  them.  I  am  confident  that  there  is  no  experi- 
enced clinician  but  is  able  to  detect  and  give  them  their  true  value 
in  the  majority  of  instances.  The  confusion  that  has  arisen 
regarding  this  subject  is  largely  due  to  the  terms  which  have  been 
employed,  and  if  we  can  divest  ourselves  of  the  idea  of  a  terrible 
malady  which  no  one  can  understand,  and  which  is  liable  to  rest 
as  an  incubus  upon  the  patient  all  his  life,  and  which  seems  to 
have  no  definite  symptomatology,  pathology,  or  prognosis,  and 
come  to  the  study  of  this  functional  group  with  the  idea  that  the 
symptoms  naturally  divide  themselves  into  neurasthenic,  hys- 
terical, and  hypochondriacal,  then  we  shall  have  cleared  the 
ground  of  an  immense  amount  of  debris. 

To  those  who  have  followed  my  argument  so  far  it  will  be 
apparent  that  I  accept  the  view  that  traumatism  is  a  not  infre- 
quent cause  of  functional  disturbance  of  the  nervous  system,  but 
that  I  do  not  recognize  a  special  form  as  the  result  of  such  cause. 
You  may  well  ask.  What  is  the  value  of  such  a  contention  ?  It 
is  simply  that  we  bring  to  the  study  of  these  cases  something 
tangible.  The  symptomatology  of  neurasthenia,  its  prognosis  and 
treatment,  have  been  well  differentiated  of  late  years.  The  same 
is  true  of  hysteria  and  hypochondria.  You  may  well  ask.  What 
is  the  difference  between  a  traumatic  hysteria  or  traumatic  neuras- 
thenia and  traumatic  neurosis  ?  The  difference  is  a  most  important 
one.     A  traumatic  neurosis  may  mean  anything  from  a  grave 
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involvement  of  the  nervous  system  to  forms  so  trivial  as  to  be 
scarcely  worth  noticing,  while  in  traumatic  neurasthenia  or  trau- 
matic hysteria,  we  are  dealing  with  clearly  marked  divisions  of 
the  functional  nervous  diseases  whose  prognosis  and  treatment 
are  well  understood. 

There  is  no  difference  between  neurasthenia  caused  by  trau- 
matism or  that  due  to  auto-intoxication,  or  which  follows  the  acute 
fevers.  The  essential  feature  in  neurasthenia  is  that  of  undue 
fatigue  upon  slight  exertion.  I  cannot  understand  a  diagnosis 
of  neurasthenia  in  which  this  symptom  is  absent.  To  be  sure,  it 
is  one  upon  which  the  patient  lays  little  stress  ;  he  significantly 
calls  attention  to  the  pain  in  the  back  or  the  head  or  the  peculiar 
sensations  from  which  he  suffers.  In  neurasthenia,  what  the 
patient  describes  as  pain  is  usually  not  such.  It  is  a  distress  or 
discomfort  that  is  oftentimes  harder  to  bear,  as  patients  state,  than 
a  real  pain. 

Hysteria  is  rare  without  the  element  of  heredity  or  previous 
well-marked  signs  of  disorder.  Here  we  have  the  characteristic 
ansesthesia,  narrowing  of  the  field  of  vision,  the  almost  character- 
istic inversion  of  color  perception,  sudden  attacks  of  amblyopia, 
and  the  peculiar  mental  state  of  the  patient  to  guide  us  to  a  diag- 
nosis. 

In  hypochondria  we  are  dealing  with  a  true  psychosis,  in  which 
the  subjective  condition  of  the  patient's  health  is  the  matter  upon 
which  he  has  delusions,  or,  at  least,  morbid  introspections.  A 
hypochondriac  is  never  a  malingerer,  but  his  statements  regarding 
his  physical  condition  are  the  developments  of  a  perverted  mental 
state,  just  as  are  the  delusions  of  poisoning  or  of  persecution  in 
melancholia  and  paranoia. 

In  the  diagnosis  of  spinal  concussion  too  much  importance  has 
been  attached  to  pain  over  the  vertebrae.  In  some  way  this 
symptom  has  come  to  be  associated  with  an  intangible  change  in 
the  spinal  cord  or  alteration  in  its  circulation.  There  is  no  evi- 
dence in  support  of  such  a  view.  In  all  organic  diseases  of  the 
spinal  cord,  even  including  myelitis  and  tumor,  we  find  that  pain 
over  the  vertebral  spines,  either  on  pressure  or  spontaneously,  is 
exceptional,  and  yet  this  symptom  has  largely  served  as  a  founda- 
tion for  the  traumatic  neuroses.  A  moment's  thought  will  show 
one  that  the  innervation  of  the  skin  over  the  spinal  column  is  not 
different  from  those  of  other  parts  of  the  body.     It  is  supplied 
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by  mixed  nerves,  and  these  are,  in  every  sense,  quite  as  periph- 
eral as  are  the  nerves  of  the  extremities  or  other  parts  distant 
from  the  cohimn.  There  is  not  a  whit  more  reason  to  think  that 
tenderness  over  one  of  the  dorsal  vertebrae  is  indicative  of  disease 
of  the  spinal  cord  than  is  a  pain  along  one  of  the  intercostal 
nerves,  or  in  the  termination  of  the  ulnar.  These  spinal  pains 
are,  in  the  majority  of  cases,  a  fatigue  symptom  of  neurasthenia. 
Next  to  the  heart  muscle  and  the  muscles  of  respiration  the 
erector  spinae  are  the  most  constantly  used  muscles  in  the  body, 
and,  naturally,  they  are  first  subject  to  fatigue.  Except  when 
the  body  is  lying  prone  on  a  perfectly  flat  surface  these  muscles 
are  always  in  action. 

Another  point  in  reference  to  spinal  pain  which  I  think  has 
never  received  the  attention  it  deserves  is  the  fact  that  contusions 
and  sprains  of  the  articulations  of  the  spine  are  an  important 
source  of  pain.  When  one  thinks  of  the  damage  that  may  be 
done  to  a  knee-joint  by  a  simple  concussion — the  accumulation  of 
fluid  and  the  formation  of  adhesions  in  the  synovial  sac,  together 
with  the  long  train  of  symptoms  that  will  result  from  it — w^e 
must  conclude  that  a  similar  process  is  easily  set  up  in  the  more 
than  fifty  articulations  which  compose  the  spinal  column,  lined 
each  by  a  synovial  membrane,  and  in  which  adhesions  and  path- 
ological changes  cannot  be  demonstrated  clinically  because  of  the 
smallness  of  the  articulations  and  their  deep  situation. 

To  sum  up  a  very  brief  paper,  I  would  make  the  following 
points  for  discussion  : 

1.  The  concussion  neurosis  in  all  its  various  appellations  is  an 
unfortunate  and  misleading  term. 

2.  The  clearer  understanding  of  the  functional  nervous  troubles 
of  late  years  renders  such  a  term  unnecessary. 

3.  Pain  and  tenderness  of  the  spine  rarely  are  evidences  of 
change  in  the  cord,  but  are  usually  due  to  fatigue  of  the  'spinal 
muscles  or  sprains  and  concussions  of  the  column. 

4.  Most  of  the  symptoms  of  spinal  concussion,  as  the  term  is 
commonly  used,  are  cerebral  in  origin. 

5.  A  correct  diagnosis  and  prognosis  may  usually  be  reached 
by  analyzing  all  such  cases  in  the  same  way  that  we  do  functional 
nervous  troubles  having  their  origin  in  non-traumatic  causes. 
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Discussioisr. 

Dr.  a.  Jacobi,  of  New  York :  In  my  experience  the  fourth  and 
the  eighth  dorsal  vertebrae  are  the  spots  most  apt  to  exhibit  pain,  evi- 
dently of  a  neuralgic  character.  I  have  also  found  them  over  the 
central  region.  In  1844  a  book  was  written  by  a  German  observer 
under  the  title  of  Spinal  Irritation.  The  symptoms  were  there  attrib- 
uted, erroneously  no  doubt,  to  a  chronic  inflammation.  These  pains 
are  for  the  most  part  found  in  neurotic  persons,  I  would  like  to  know 
where  the  reader  of  the  paper  has  found  the  painful  spots.  Sometimes 
the  pains  are  exactly  over  the  spinal  processes ;  sometimes  they  are 
over  the  latissimus  dorsi.  Here,  evidently,  the  exhaustion  of  the 
muscle  plays  some  part.  At  one  time  these  pains  were  treated  with 
strychnine,  and  often  with  fairly  good  results.  There  is  also  a  pain 
which  undoubtedly  belongs  to  an  inflammption  of  the  intervertebral 
cartilage,  but,  as  a  rule,  only  one  spot  is  so  affected. 

Dr.  E.  B.  Angell,  of  Buffalo  :  With  all  due  deference  to  the  state- 
ment that  we  have  no  satisfactory  term  to  describe  this  condition,  we 
are  no  better  regarding  the  term  hysteria  or  the  term  neurasthenia. 
Dr.  Putnam  and  Dr.  Knapp,  of  Boston,  did  excellent  work  following 
a  disaster  on  the  Old  Colony  Railroad.  They  found  that  there  was 
such  a  condition  as  that  which  has  been  called  traumatic  neurosis,  and, 
so  far  as  I  know,  no  better  term  has  been  devised  to  include  the  whole 
group  of  cases.  My  personal  experience  is  that  it  is  very  largely  a 
psychosis  and  is  associated  with  some  sensory  disturbance,  or  is  a 
phase  of  hallucination,  and  yet  is  not  all  hallucination,  as  these  autop- 
sies have  shown.  That  this  is  a  distinct  nervous  manifestation,  and  not 
malingering,  is  well  known. 

Dr.  a.  M.  Phelps,  of  New  York :  I  have  always  observed  in  my 
connection  with  railroad  work  that  one  of  the  best  remedies  for  nine- 
tenths  of  these  cases  of  traumatic  neurasthenia  is  a  verdict  for  sub- 
stantial damages. 

Dr.  Moyer:  I  agree  in  a  measure  with  the  therapeutic  observation 
just  made  by  the  President — i.  e.,  that  the  revulsive  effect  of  a  green- 
back plaster  is  often  favorable  in  these  cases.  I  do  not  want  anything 
in  place  of  the  term  traumatic  neurosis,  for  I  want  no  such  label  or 
its  equivalent  on  my  case-book.  That  has  been  a  stumbling-block  for 
years  past,  and  I  gave  it  up— I  sav/  light.  When  I  came  to  analyze 
these  cases  more  carefully  I  found  some  solid  basis  for  both  diagnosis 
and  prognosis.  Traumatic  neurosis  is  certainly  an  exceedingly  vague 
terra,  and  I  grant  you  that  an  exact  prognosis  cannot  be  made  ip 
many  of  these  cases  early.     Paretic  dementia  and  other  severe  organic 
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changes  may  be  initiate(l  by  functional  symptoms,  and  tlie  same  is 
true  of  these  neuroses.  I  contend  that  when  you  speak  of  neurasthenia 
or  hysteria  you  speak  of  something  which  is  tangible  and  real.  The 
diagnosis  to  me  is  quite  as  satisfactory  as  that  of  tabes,  because  I  recog- 
nize a  distinct  entity.  Dr.  Jacobi's  experience  is  almost  identical  with 
mine  as  to  the  location  of  the  painful  spots — i.  e.,  up  between  the 
shoulder-blades  and  in  the  lower  dorsal  region,  and  also  over  the 
sacrum  and  to  the  outside  along  the  muscles. 

I  wish  once  more  to  accentuate  one  point — i.  e.,  that  we  have  sixty 
or  more  joints  in  the  spinal  column  which  are  subject  to  the  same 
pathological  changes  as  joints  elsewhere.  This,  I  believe,  plays  an 
important  role  in  the  back  pains  of  these  cases.  These  pains  are 
essentially  peripheral,  and  not  necessarily  related  to  the  cord. 


XXIV.  INIasturbatioxal  Neuroses. 
By  WILLIAM  C.  KRAUSS,  M.D., 

BUFFALO. 

Of  late  there  has  been  a  growing  tendency  to  disregard  the 
effects  that  masturbation  exerts  upon  the  nervous  system  of  indi- 
viduals in  general,  without  sufficient  regard  for  those  wiio  can 
illy  afford  such  exertions  or  such  excesses.  To  be  sure,  all 
youths  do  not  possess  that  power  of  inhibition  which  permits  of  a 
healthy,  liberal  exercise  of  this  function,  and  these  unfortunates 
are  the  living  examples  which  prompt  denunciations  and  protests 
upon  the  perniciousness  of  the  habit  as  a  whole. 

In  the  preface  of  one  of  the  latest  works  on  sexual  debility  by 
a  distinguished  and  well-known' physician  one  reads  as  follows  : 

^^  Thus  in  the  chapter  on  masturbation  he  has  combated  the  old 
and  time-honored  belief  that  indulgence  in  this  habit  is  the  neces- 
sary prelude  to  both  physical  and  mental  degeneration,  and,  while 
not  glossing  over  the  dangers  which  may,  under  certain  condi- 
tions, result  from  the  habit,  he  has  attempted  to  point  out  the 
folly  of  the  hysterical  denunciations  wiiich  have  been  heaped  upon 
it  by  pseudo-philanthropists  and  ignorant  medical  men.'' 

In  a  paper  read  before  one  of  the  county  societies  of  Western 
New  York  a  short  time  ago,  an  intelligent  and  experienced  prac- 
titioner defended  the  habit  and  championed  the  cause  of  those 
engaged  in  it. 
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The  upper  crust  of  society  and  some  of  our  ultra-medical  men 
contend  that  it  is  a  perfectly  innocent  and  legitimate  form  of 
exercise  for  the  amusement  and  gratification  of  mankind,  rich  or 
poor,  young  or  old,  male  or  female.  They  claim  for  it  no  statute 
of  limitations,  being  alike  harmless  to  the  nerve-bankrupt  as  well 
as  to  the  nerve-plutocrat,  to  the  hereditary  strong  as  well  as  to  the 
hereditary  weak.  For  my  part  this  pastime  has  but  two  redeem- 
ing features  :  First,  in  this  age  of  commercialism  it  is  cheap  and 
within  the  reach  of  all  ;  second,  from  a  pure  selfish  point  of  view, 
it  helps  to  fill  the  coffers  of  the  otherwise  needy  and  struggling 
physician. 

The  first  point  needs  no  further  explanation.  The  second  calls 
for  one,  and  that  is  the  purpose  of  this  paper  to-day. 

We  are  entering  upon  an  age  of  nerve  tension  and  consequently 
nerve  suspension,  nerve  wear  and  nerv^e  tear.  The  acme  of  phy- 
sical and  mental  activity  has  fallen  from  the  decade  extending 
from  the  fortieth  to  the  fiftieth  year  to  that  extending  from  the 
thirtieth  to  the  fortieth.  Indeed,  one  of  the  great  English 
experts  sent  to  this  country  to  study  the  secret  of  America's 
uparalleled  leap  into  the  commercial  world  was  found  to  be  none 
other  than  the  young  man  at  the  head  of  all  large  industrial  enter- 
prises. Thus  at  an  early  age  an  unusual  amount  of  brain  activity 
is  demanded  from  the  growing  youth. 

To  prolong  the  period  of  continence  in  a  boy's  life  is  to  pro- 
long the  period  of  growth.  This  is  a  simple  physiological  law, 
and  a  very  obvious  one,  and,  whatever  other  things  may  be  said 
in  favor  of  purity,  it  remains,  perhaps,  the  most  weighty.  To 
introduce  sensual  and  sexual  habits — and  one  of  the  worst  of  them 
is  self-abuse — at  an  early  age  is  to  arrest  growth,  both  physical 
and  mental.  And  what  is  even  more,  it  means  to  arrest  the 
capacity  for  affection.^ 

It  is  the  duty  of  the  medical  men,  the  priests  of  the  body,  and 
the  teachers  of  the  truths  of  medico-psychology  and  physiology 
to  help  and  teach  them  by  our  counsel  and  our  knowledge.  We 
are  about  the  only  persons  who  can  help  a  youth  strike  a  happy 
medium  between  blissful  but  dangerous  ignorance  and  prurient 
suggestive  knowledge.  It  must  not  for  a  moment  be  inferred  that 
every  lad  once  addicted  to  this  habit  is  a  confirmed  neurotic,  for 

1  E.  Carpenter.    International  Journal  of  Ethics,  July,  1899. 
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boys  healthily  constituted  in  body,  mind,  and  morals  do  not  tend 
to  come  under  its  inliiience  to  any  very  hurtful  extent.  I^ut  the 
habit  of  masturbation  in  certain  other  cases  acquires  a  power  that 
is  dominating  and  destructive  to  body  and  mind.  The  causes  of 
this  are  either  an  innate  morbid  strength  of  tlie  reproductive 
instinct  or  much  more  frequently  an  innate  weakness  of  the  con- 
trolling faculties,  or  a  lack  of  inherent  brain  stability,  or  an 
incapacity  of  organic  repugnance  to  wliat  is  unnatural.  Such 
weaknesses  are  apt  to  occur  in  the  children  of  neurotic  families. 
In  such  cases  the  habit  becomes  deep-rooted,  and  nothing  short 
of  exhaustion  will  satisfy  their  depraved  appetite.  The  weaker 
and  more  nervous  he  becomes  the  more  he  indulges,  till  the  point 
of  absolute  break-down  of  body  and  mind  is  reached.  It  seems 
to  get  possession  of  him  like  an  evil  spirit,  and  to  dull  and 
paralyze  all  his  better  feelings  and  his  natural  instincts.  The 
heredity  and  temperament  are  no  doubt  the  true  explanation  of 
the  opposing  statements  that  are  confidently  made,  on  the  one 
hand,  that  this  habit  seldom  does  much  permanent  harm,  and,  on 
the  other,  that  it  is  the  root  of  most  of  the  evils  of  boyhood,  and 
that  it  ruins  the  health  of  everyone  who  has  ever  indulged  very 
much  in  it.  Like  all  other  habits,  it  is  the  one  who  least  can 
afford  it  physically  and  mentally  that  falls  the  easy  victim. 

The  special  point  that  I  wish  to  make  is  that  in  these  cases 
nerve  disease  of  whatever  form  acquires  a  vise-like  grasp  that 
taxes  the  skill  and  art  of  the  physician  to  the  utmost  before  yield- 
ing. 

Within  the  past  few  years  I  have  been  surprised  at  the  number 
of  such  cases  coming  into  the  consultation-room,  often  admitting, 
occasionally  denying,  its  existence.  From  my  experience  it 
seems  to  have  an  opposite  effect  upon  the  two  sexes — dulling  tlie 
mental  and  making  clumsy  the  physical  exertions  of  the  male — 
while  in  the  female  it  quickens  and  excites  the  physical  and 
psychical  mov^ements.  The  male  is  rendered  hypsesthetic,  the 
female  hyperiesthetic.  The  neurosis  resulting  from  this  habit  is 
neurasthenia — the  psychosis,  hebephrenia. 

Since  Beard  first  described  neurasthenia  many  diverse  opinions 
have  been  expressed  concerning  the  relationships  of  sexual  irregu- 
larities to  neurasthenia.  Gilles  de  la  Tourette,  in  his  little  mono- 
graph on  neurasthenia,  following  the  traditions  of  Charcot's 
school,  dismisses  the  question  of  any  sexual   causation   without 
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discussion.  Binswanger/  while  admitting  that  nearly  all  neuras- 
thenic persons  acknowledge  masturbation  at  some  period,  con- 
siders it  not  an  important  cause  of  neurasthenia,  only  differing 
from  coitus  by  the  fact  that  the  opportunities  for  it  are  more  fre- 
quent, and  that  the  sexual  disturbances  of  neurasthenia  are,  in 
the  majority  of  cases,  secondary.  Eohleder,  on  the  other  hand, 
who  takes  a  very  grave  view  of  the  importance  of  masturbation, 
considers  that  its  most  serious  results  are  a  question  of  neuras- 
thenia. Krafft-Ebiug  has  declared  his  opinion  that  masturbation 
is  a  cause  of  neurasthenia.  T.  D.  SavilP  regards  masturbation 
as  an  important  causal  agent  of  neurasthenia.  Collins  and 
Phillip,^  in  an  analysis  of  333  cases  of  neurasthenia,  found  that 
123  cases  were  apparently  due  to  overwork  or  masturbation. 

Freund  concludes  that  neurasthenia  proper  can  nearly  always  be 
traced  to  excessive  masturbation  or  to  some  interference  with  the 
normal  sexual  act.  This  view  is  confirmed  by  GatteFs  careful 
study.^  Gattel  investigated  100  consecutive  cases  of  severe  func- 
tional nervous  disorder  in  the  clinic  of  Prof.  Krafft-Ebing  at 
Vienna,  and  found  that  every  case  of  neurasthenia  in  a  male  (28 
in  all)  there  was  masturbation,  while  of  the  15  women  with 
neurasthenia  only  1  is  recorded  as  not  masturbating,  and  she 
practised  coitus  reservatus.  Irrespective  of  the  particular  form  of 
the  nervous  disorder,  Gattel  found  that  18  women  out  of  42  and 
36  men  out  of  58  acknowledged  masturbation. 

Taking  at  random  twelve  private  cases  of  this  habit  seen  by  me 
within  a  short  time,  I  found  four  cases  of  insanity  and  eight  of 
neurasthenia.  Two  of  the  four  cases  of  hebephrenia  partially 
recovered,  and  the  other  two,  who  were  persistent  masturbators, 
have  shown  no  improvement  and  are  rapidly  sinking  into  de- 
mentia. Of  these  four  cases  three  occurred  in  one  family,  being 
brothers,  with  neurotic,  high-strung  nervous  parents.  Of  the 
two  cases  recovered  treatment  was  long  continued,  and  at  times 
discouraging.^ 

Perhaps  the  most  interesting  case  occurred  in  a  young  lady  who 
was  a  neurasthenic  and  also  afflicted  with  a  general  neuritis. 
Long-continued    treatment   helped   to   control    the   neurasthenic 

1  Die  Pathologie  und  Therapie  der  Neurasthenie. 
-  Clinical  Lectures  on  Neurasthenia,  1899,  p.  37. 

3  Medical  Record,  March  25,  1899. 

4  Ueber  die  Sexuellen  Ursachen  der  Neurasthenie  und  Augstuenrose,'1898.  , 

5  Since  reading  this  paper,  one  of  these  cases  has  relapsed. 
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symptoms,  but  the  neiiritic  pains  would  not  yield  to  any  form  of 
treatment.  Another  case,  occurring  in  a  young  lady,  was  treated 
carefully  for  a  long  period  without  any  satisfactory  results. 

The  youngest  patient  was  a  precocious  lad,  aged  six  years, 
who  showed  marked  proficiency  in  this  habit,  and  was  evidently  a 
candidate  for  high  neuropathic  honors. 

In  closing,  I  wish  to  warn  against  giving  a  favorable  prognosis 
in  cases  of  functional  nervous  diseases  with  an  underlying  history 
of  masturbation  coupled  with  a  neurotic  family  history.  The 
length  of  time  in  which  these  diseases  generally  are  brought  to  a 
successful  termination  will  be  far  exceeded  if  at  all  terminated. 
Cases  giving  no  history  of  masturbation,  which  fail  to  respond  to 
treatment  after  a  sufficient  interval,  should  be  most  rigidly  inter- 
rogated, and  in  many  cases  the  suspicion  of  masturbation  will  be 
verified.  It  is  almost  useless  to  try  any  form  of  treatment  or  to 
expect  to  obtain  any  definite  results  in  the  functional  neuroses  if 
this  habit  is  not  discovered  and  corrected.  If,  then,  this  habit  is 
so  wide-spread  among  the  young  ;  if  it  tends  in  suitable  cases  to 
undermine  the  physical  and  psychical  forces  ;  if  it  renders  its 
devotees  almost  impregnable  to  rational  scientific  treatment,  why 
then  is  it  not  a  practice  which  should  be  discouraged  rather  than 
encouraged,  defeated  rather  than  surfeited  ?  My  own  opinion  may 
differ  from  others,  but  from  my  experience  I  would  rather  treat 
any  other  form  of  nervous  disease  than  a  case  of  masturbational 
neurosis. 


XXy.  Tuberculosis  of  the  Iris. 
By  WILLIAM  F.  MITTENDORF,  M.D., 

KEW  YORK    CITY. 

Tuberculous  affections  of  the  eye,  especially  of  the  iris,  the 
ciliary  body,  and  the  choroid  have  claimed  the  attention  of  the 
medical  world  much  more  of  late  than  formerly.  In  fact,  the 
true  nature  of  affections  of  this  kind  have  been  known  only  for 
the  last  thirty  years,  and  yet  there  are  many  interesting  cases  of 
this  kind  on  record.  The  close  connection  of  these  diseases  with 
pulmonary  or  general  tuberculosis  make  their  early  recognition  a 
matter  of  supreme  importance,  and  great  credit  is  due  to  the 
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efforts  of  many  European  writers,  such  as  Leber,  Schieck,  Cohn- 
heim,  Langhaus,  and  others,  and  to  Dr.  Charles  Bull,  of  this 
country,  for  their  researches  in  regard  to  the  true  nature  of  tliese 
dangerous  diseases  of  the  eye. 

Tuberculosis  may  affect,  of  course,  nearly  any  part  of  the  eye- 
ball, yet  the  iris  and  the  choroid  are  much  more  frequently  invaded 
than  any  other  part  of  this  organ,  and  affections  of  the  former 
will  claim  our  attention  especially  to-day.  The  starting-point  of 
tuberculous  iritis  may  be  in  the  iris  itself  or  in  the  ciliary  body  or 
the  choroid,  but  very  soon  it  spreads  from  one  to  the  other,  and 
the  entire  eyeball  or  at  least  its  inner  parts  are  apt  to  become 
involved.  It  is  sometimes  a  primary  but  usually  a  secondary  affec- 
tion, and  may  be  divided  into  two  classes  :  the  solitary  or  multiple 
form,  and  the  latter  may  be  divided  again  into  an  acute  and  chronic 
kind.  This  division  is  partly  due  to  the  number  of  tuberculous 
deposits  to  be  found  in  the  iris,  partly  to  the  clinical  difference  of 
the  attacks,  and  partly  to  its  connection  with  tuberculous  affec- 
tions of  other  parts  of  the  body.  As  a  rule,  it  is  a  disease  of 
youth  or  early  middle  life,  and  only  one  eye  is  affected  in  nearly 
every  instance.  In  this  respect  it  differs  from  tuberculous  affec- 
tions of  the  choroid,  which,  as  a  rule,  are  of  the  miliary  type, 
and  attack  both  eyes  at  the  same  time. 

The  first  form  to  be  described  comprises  those  cases  which  are 
usually  connected,  more  or  less  directly,  with  tuberculous  disease 
of  the  general  system,  not  necessarily  the  lungs,  however;  but 
they  may  be  associated  with  tuberculous  affections  of  the  meninges, 
the  peritoneum,  the  kidneys,  or  other  parts  of  the  body.  The 
disease  assumes  generally  a  more  or  less  acute  form  at  once,  is 
characterized  by  the  formation  of  one  or  more  grayish  nodules 
developing  in  the  iris  tissue,  consisting  of  inflammatory  products 
with  a  limited  number  of  bacilli,  and  is  marked  by  the  early 
appearance  of  ciliary  injection,  and  is  accompanied  by  intense 
pain  in  the  eye  and  forehead,  many  synechise  form,  the  eyeball 
becomes  red  and  painful  to  the  touch,  and  the  disease  resembles 
an  acute  attack  of  rheumatic  or  specific  iritis  in  many  respects. 
But  the  tuberculous  deposits,  which  were  in  the  beginning  like 
small  grayish  bodies,  become  soon  larger  and  more  vascular,  and 
appear  now  of  a  reddish-brown  color.  They  are  apt  to  coalesce 
and  break  down,  eventually  forming  a  large,  soft,  brownish  mass, 
projecting  into  the  anterior  chamber.     The  pain  is  often  so  intense 
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that  an  enucleation  of  the  eye  may  be  called  for  on  this  account 
alone.  The  vision  becomes  early  impaired,  and  the  pupil  fills 
up  with  exudative  matter,  and  firm  adhesions  of  the  iris  to  the 
lens  form  early  in  the  beginning  of  the  disease.  The  aqueous 
humor  is  cloudy  and  mixed  with  broken-down  tuberculous  matter. 
If  the  disease  is  not  interfered  with  the  cornea  may  break  down 
on  account  of  contact  with  the  tuberculous  deposit,  and  a  large 
ulcerating  surface  with  numerous  bloodvessels  in  it  is  formed, 
which  may  give  rise  to  hemorrhages  and  which  discharges  pro- 
fusely. The  entire  eyeball  becomes  filled  with  tuberculous  matter, 
and  even  the  orbital  tissues  may  become  involved  ;  on  the  other 
hand,  a  shrinking  of  the  eyeball  may  take  place  after  the  perfora- 
tion of  the  cornea.  This  form,  therefore,  even  in  milder  cases, 
results  in  great  impairment  or  total  loss  of  vision,  or  in  destruc- 
tion of  the  entire  eyeball,  and  not  infrequently  the  death  of  the 
patient  is  brought  about  by  similar  simultaneous  disease  of  the 
meninges  or  lungs,  or  by  an  extension  of  the  disease  to  the  brain 
direct. 

Another  form  of  tuberculous  disease  of  the  iris  which  is  not 
as  violent  in  its  onset,  and  in  which  there  are  probably  not  so 
many  bacilli  present  in  the  deposits  in  the  iris,  occurs  usually 
during  the  earlier  stages  of  pulmonary  tuberculosis.  It  is  char- 
acterized by  the  appearance  of  multiple,  generally  more  than  tw^o, 
tuberculous  deposits.  It  is  accompanied  by  some  pain  and  pho- 
tophobia and  more  or  less  invasion  of  the  pupillary  border  of  the 
iris,  leading  to  the  formation  of  posterior  synechi?e.  This  disease, 
which  has  been  first  described  by  Leber,  runs  a  much  slower 
course  than  the  other  form.  It  may  last  for  many  months,  and 
the  iritic  trouble  may  be  entirely  relieved  if  the  general  condition 
of  the  patient  improves,  or  it  may  result  in  occlusion  of  the  pupil 
with  eventual  shrinking  of  the  eyeball.  These  tuberculous 
deposits  are  usually  isolated,  yellowish  in  color,  and  they  rarely 
coalesce.  They  become  vascular  after  some  time,  and  may  remain 
in  this  shape  for  a  long  time.  There  is  usually  but  little  ciliary 
injection,  and  not  much  change  in  the  appearance  of  the  eye 
during  the  course  of  the  disease.  Sometimes  absorption  of  the 
nodules  seems  to  take  place,  and  if  the  pupil  remained  well  dilated 
and  is  free  of  inflammatory  deposit  the  eye  may  retain  a  fair 
amount  of  vision. 

The  third  form  is  a  more  serious  one,  and  leads  generally  to 
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great  impairment  of  vision  or  loss  of  the  eyeball.  It  manifests 
itself  in  the  shape  of  a  single  tuberculous  deposit,  situated  at  the 
bottom  of  the  anterior  chamber,  projecting  into  aqueous  humor, 
and  involves  the  ciliary  body  frequently  from  the  first  onset.  It 
is  a  very  painful  affection  from  the  beginning,  and  is  associated 
with  photophobia  and  lachrymation.  Adhesions  of  the  iris  to 
the  lens  are  most  frequently  found  at  the  lower  half  of  the  pupil- 
lary border.  Later  the  pupil  becomes  narrow,  and  is  often  occluded 
by  exudation,  and  this  results  naturally  in  great  impairment  of 
vision.  The  pupil  may  sometimes  yield  to  the  action  of  strong 
solutions  of  atropine,  but  the  lower  half  of  it  is  usually  firmly 
adherent  to  the  lens.  As  the  tumor  grows  it  presses  upon  the 
cornea,  which  in  that  case  will  soon  break  down,  and  this  will  lead 
to  the  loss  of  the  eye.  The  eyeball  may  undergo  a  phthisical 
degeneration,  but  usually  it  will  have  to  be  removed.  However, 
even  this  form  of  the  disease,  which  usually  affects  young  people 
at  the  age  of  puberty  or  during  childhood,  may  sometimes  yield 
to  treatment,  and  partial  recovery  of  sight  may  be  obtained. 

It  may  appear  strange  that  in  all  the  cases  which  came  under 
my  observation  the  left  eye  was  always  the  diseased  one  ;  but  this 
seems  to  be  the  experience  of  other  observers  likewise,  nor  have 
I  ever  seen  a  single  case  in  which  the  disease  attacked  both  eyes 
at  the  same  time,  not  even  in  the  form  of  a  sympathetic  ophthal- 
mia. Of  course,  this  does  not  refer  to  or  include  cases  of  miliary 
tuberculosis  of  the  choroid,  which,  as  a  rule,  attacks  both  eyes 
usually  at  the  same  time. 

The  treatment  of  affections  of  this  kind  should  be  directed  to 
the  tuberculous  condition  of  the  system  in  the  first  place,  and 
here  the  usual  remedies,  for  instance,  creasote  in  large  doses,  or 
the  use  of  Koch's  tuberculin,  would  recommend  themselves  to  us. 
But  ou  account  of  the  iritis  or  iridocyclitis,  which  is  nearly  always 
present,  the  most  energetic  treatment  for  this  complication  must 
be  promptly  resorted  to,  and  here  the  use  of  an  atropine  solution 
(four  to  six  grains  to  the  ounce  of  water)  is  of  the  greatest  benefit, 
as  it  does  not  only  tend  to  relieve  the  intense  pain  and  the  photo- 
phobia, but  also  brings  about  a  dilatation  of  the  pupil  and  pre- 
vents the  filling  up  of  this  space  by  exudation,  and  thus  helps  to 
retain  some  vision  to  the  eye  during  the  attack,  and  lessens  the 
danger  of  great  impairment  of  vision  in  case  the  patient  recovers 
from  the  disease.     Ice  compresses  are  not  always  grateful  to  the 
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patient,  and,  as  a  rule,  liot  water  applications  give  more  relief  ; 
especially  is  this  the  case  when  the  cornea  becomes  involved  dur- 
ing the  course  of  the  disease.  Leeches  to  the  temporal  region  are 
usually  not  indicated,  because  the  patients  are  apt  to  be  in  poor 
health  and  cannot  afford  to  lose  any  great  amount  of  blood.  Yet 
in  very  acute  or  rapidly  progressing  cases,  especially  if  associated 
with  meningitis,  the  use  of  three  or  four  leeches  applied  to  the 
temporal  region  may  relieve  the  intense  pain  and  congestion  of 
the  eye.  Even  morphine  may  be  given  if  the  patient  is  in  great 
pain  and  if  very  restless  at  night.  On  account  of  the  local  use 
of  rather  strong  solutions  of  atropine  to  the  eye,  of  which  more 
or  less  is  absorbed,  fairly  large  doses  of  morphine  may  be  given 
with  impunity,  even  to  children.  In  regard  to  operative  treat- 
ment, an  iridectomy  including  the  tuberculous  deposit  may  be 
thought  of  if  the  latter  is  confined  to  only  a  small  portion  of  the 
iris  and  the  rest  of  the  iris  tissue  is  in  fairly  healthy  condition. 
But  even  under  these  favorable  conditions  the  prognosis  should 
be  very  guarded,  as  the  disease  may  reappear  shortly  after  the 
operation  and  lead  to  a  rapid  destruction  of  the  eye.  If  there  is 
any  broken-down  tissue  present  in  the  anterior  chamber  this 
should  be  carefully  washed  out  at  the  time  of  the  operation  by 
means  of  a  very  mild  solution  of  corrosive  sublimate;  but  the  fact 
that  the  contents  of  the  anterior  chamber  have  become  infected 
should  act  as  a  factor  not  to  operate  at  all.  It  is  therefore  a  safe 
rule  that  if  the  tuberculous  iris  does  not  show  any  signs  of 
improvement  after  the  usual  internal  and  local  remedies  have 
been  tried,  and  especially  if  the  disease  appears  to  be  progressive 
in  spite  of  them,  the  complete  removal  of  the  affected  eye  must 
be  resorted  to.  Even  if  the  enucleation  of  the  eye  does  not 
always  prevent  an  infection  of  other  organs  of  the  body,  yet  it 
may  at  times  save  the  life  of  the  patient  by  removing  the  principal 
cause  of  danger  ;  yes,  even  if  other  organs  are  already  affected 
and  the  chance  of  saving  the  life  of  the  patient  be  very  slight,  the 
removal  of  an  eye  blind  from  the  effects  of  the  tuberculous  inflam- 
mation may  be  called  for  if  the  pain  is  very  severe  and  robs  the 
patient  of  sleep  and  strength,  which  may  be  so  badly  needed  in  his 
fight  against  the  more  serious  complications  he  is  suffering  from. 

I  am  going  to  give  you  now  the  histories  of  three  cases  which 
I  have  seen,  in  succession,  so  as  to  illustrate  the  three  forms  above 
described  : 
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The  first  case,  M.  H.,  nineteen  years  old,  living  on  Staten  Island,  had 
a  very  sore  left  eye,  for  which  she  was  treated  by  a  colleague  who  had 
recognized  the  disease  and  had  advised  the  removal  of  the  affected 
eye,  which,  however,  was  strenuously  objected  to  by  the  entire  family, 
including  the  patient.  I  saw  the  patient  a  few  weeks  later.  She  had 
been  obliged  to  take  to  her  bed,  and  was  in  a  greatly  debilitated  con- 
dition. She  had  some  fever,  and  there  were  indications  of  a  beginning 
tuberculous  meningitis  and  an  invasion  of  the  lungs,  probably  of  a 
miliary  type,  as  the  apices  of  both  lungs  were  involved.  The  eye 
itself  was  intensely  inflamed,  and  she  suffered  the  most  agonizing  pain 
day  and  night.  Photophobia  was  very  marked ;  she  had  to  be  kept 
in  a  very  dark  room.  The  cornea  was  a  little  hazy,  and  in  the  iris 
tissue  three  moderately  large  deposits  of  light  brownish  color,  with 
some  vascularity  of  the  surrounding  parts,  were  observed  ;  the  pupil 
was  irregularly  dilated  and  partly  filled  with  exudation,  and  there  was 
no  perception  of  light.  The  latter  fact  and  the  intense  suffering  of 
the  patient  made  it  desirable  to  remove  the  eye,  which  was  done  under 
ether.  The  patient  felt  subsequently  greatly  relieved  after  the  removal 
of  the  eye,  as  the  local  attacks  of  pain  had  disappeared,  but  the 
meningitis  ran  its  usual  course,  and  in  a  little  more  than  a  week  the 
young  girl  died  of  tuberculous  meningitis.  The  formations  which  had 
been  seen  in  the  iris  of  the  enucleated  eye  proved  to  be  tuberculous 
deposits. 

The  second  case  is  that  of  a  young  man,  about  twenty-three  years  of 
age,  whose  left  eye  became  badly  inflamed  during  a  stay  in  the  Berk- 
shire HilJs,  where  he  had  gone  on  account  of  an  annoying  and  debili- 
tating cough  he  had  been  troubled  with  during  the  spring  of  1899. 
The  case  was  seen  by  an  eminent  specialist  in  the  neighborhood,  and 
was  later,  on  his  return  to  the  city  during  the  latter  part  of  the  sum- 
mer, referred  to  me.  The  left  eye  showed  signs  of  an  old  inflamma- 
tion, and  in  the  iris  tissue  four  small  yellowish  deposits  could  be  seen. 
There  was  a  mild  form  of  iritis,  which  had  evidently  been  existing  for 
some  time,  for  there  were  not  only  several  posterior  synechise,  but  also 
some  small  brown  deposits  on  the  anterior  surface  of  the  lens,  where 
former  adhesions  had  been  torn  loose.  The  sight  of  this  eye  was  fairly 
good  =  20/lxx  ;  that  of  the  right  not  implicated  eye  was  about  normal. 
The  ciliary  injection  was  not  marked,  and  the  pain  had  never  been  very 
great.  The  patient  denied  all  specific  trouble  of  any  kind,  and  the 
disease  had  not  been  affected  by  large  doses  of  iodide  of  potassium,  which 
had  been  previously  given ;  nor  was  there  anything  of  the  severity  of 
an  inflammation  of  the  iris  as  is  found  in  connection  with  such  specific 
deposits.  There  was  dulness  of  the  apex  of  the  right  lung,  apd  I 
ordered,  therefore,  after  the   futility  of  the   mercury  and  iodide   of 


TUBERCULOSIS    OF    THE    IKIS.  297 

potassium  treatment  liad  been  shown,  creasote  and  cod-livei"  oil.  The 
eye  improved  considerably  under  this  treatuient,  and  the  patient  went 
back  to  tlie  mountains.  Alter  a  few  months  he  returned  on  account 
of  a  slight  relapse  of  iritis,  but  this  improved  after  the  usual  local 
treatment  had  been  instituted,  and  his  sight  improved  to  20/xl,  or  one- 
half  of  normal  vision.  The  pulmonary  trouble  was  not  bad,  and  the 
patient  was  of  a  bright,  che.^rful  disposition,  whicli  was  evidently 
greatly  in  his  favor.  He  went  out  of  town  again  after  this,  and  I 
have  not  seen  him  since.  At  the  time  of  his  last  visits  the  tuberculous 
deposits  of  the  iris  were  a  little  smaller  and  the  iritis  had  subsided 
promptly. 

The  last  case  -was  that  of  a  young  Italian  lad,  about  twelve  years  of 
age,  who  had  been  treated  at  some  of  our  dispensaries  for  several 
weeks  on  account  of  a  badly  inflamed  left  eye.  The  boy  was  rather 
pale  and  an?smic,  and  all  the  glands  of  the  neck  were  very  much 
enlarged.  He  suffered  from  intense  pain  and  photophobia,  and  the 
eye  was  very  much  injected,  especially  around  the  lower  half  of  the 
cornea.  This  latter  part  of  the  eye  was  fairly  clear,  but  the  aqueous 
was  a  little  hazy  ;  the  pupil  was  partly  under  the  influence  of  atropine, 
and  the  upper  part  of  it  was  free  and  dilated,  but  the  lower  half  of 
the  pupillary  border  of  the  iris  w'as  firmly  adherent  to  the  anterior 
capsule  of  the  lens.  The  iris  v/as  somewhat  discolored,  and  from  the 
bottom  of  the  anterior  chamber  a  small  narrow  tumor  projected  into 
the  anterior  chamber.  It  was  yellowish  brown  in  color  and  sur- 
rounded by  some  bloodvessels  at  its  base,  and  it  was  perhaps  2  to 
3  mm.  long  and  1  to  2  mm.  br(>ad.  The  patient  was  brought  to  me 
because  it  had  been  proposed  at  the  hospital  to  remove  the  eye, 
which  his  father  had  objected  to.  Upon  the  energetic  use  of  atropine 
at  the  office  the  pupil  began  to  dilate  even  below,  leaving  only  two 
firm  adhesions  of  the  lower  part,  which  could  not  be  torn,  and  on  the 
anterior  as  well  as  on  the  posterior  lower  half  of  the  lens  an  opacity 
was  revealed,  which  was  evidently  due  to  inflammatory  deposits  of  the 
iris  and  the  ciliary  body.  The  posterior  opacity  ran  up  almost  as 
high  as  that  of  the  anterior  surface  of  the  lens.  As  the  upper  portion 
of  the  iris  appeared  fairly  normal  and  the  vision  of  the  eye  proved  to 
be  like  20/cc  after  the  full  dilatation  of  the  pupil,  and  as  the  interior 
of  the  eye  was  fairly  clear,  and  the  optic  disk,  as  could  be  seen,  was 
apparently  normal,  I  decided  to  resort  to  medical  treatment  before 
operating,  and  ordered  a  strong  solution  of  atropine  to  be  used  locally, 
and  ten  drops  of  creasote  in  cod-liver  oil  three  times  a  day,  and  a 
generous  meat  and  milk  diet.  I  did  not  see  the  patient  for  two  weeks 
after  this,  and  by  that  time  a  great  change  for  the  better  had  taken 
place.     The  tuberculous  deposit — for  such  I  took  it  to  be — had  shrunk 
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considerably,  and  the  posterior  synechise  were  very  much  thinner. 
After  two  more  weeks  there  was  hardly  any  trace  of  the  growth 
visible,  but  the  synechise  and  the  deposit  on  the  anterior  as  well  as  on 
the  posterior  capsule  of  the  lens  were  still  present.  There  was  no 
pain  and  no  photophobia ;  the  glands  of  the  neck  were  less  swollen, 
and  the  general  health  of  the  child  was  much  better,  and  he  had  dis- 
carded the  dark  glasses  which  I  had  ordered  for  him.  Of  course, 
there  is  always  some  doubt  as  to  the  true  nature  of  the  disease  as  long 
as  no  inoculations  of  the  suspicious  deposits  are  made  on  rabbits'  eyes ; 
but  as  idiopathic  iritis  in  children  is  so  extremely  rare,  and  as  the 
mother  of  the  last  patient  had  died  of  phthisis,  and  as  the  action  of 
creasote  appeared  to  be  so  very  favorable,  and  as  there  were  no  signs 
of  either  acquired  or  congenital  syphilis,  and  as  there  was  no  history 
of  injury  or  rheumatism,  and  as  there  was  no  pernicious  ansemia,  the 
tuberculous  nature  of  the  disease  was  more  than  probable  in  spite  of 
its  favorable  termination. 


XXYI.  EsoPHORiA,  OR  Latent  Squint. 


By  FRANCIS  VALK,  M.D., 

NEW  YORK  CITY. 

Ophthalmology  as  well  as  other  branches  of  oar  profession 
has  been  advancing  during  the  past  decade,  and  to-day  the  methods 
of  diagnosis  and  the  treatment  of  the  conditions  of  refraction 
and  the  motility  of  the  eye  are  almost  complete,  so  much  so  that 
we  may  and  can  complete  our  diagnosis  of  these  conditions  simply 
by  the  objective  examinations.  It  is  to  this  advance  that  I  would 
suggest  to  you  the  consideration  of  latent  squint.  1  remember, 
not  so  many  years  ago,  at  the  time  I  read  my  first  paper  on 
refraction  before  this  Society,  that  nearly  all  my  cases  were 
reported  as  simply  hyperopic,  and  we  gave  little  thought  to  the 
muscular  equilibrium  or  balance  of  the  eyes.  Hence,  many  of  our 
cases  failed  to  find  the  relief  from  the  use  of  their  glasses  as  might 
have  been  expected.  This  was  no  doubt  due  to  the  imperfect 
methods  of  examinations  in  use  at  that  time,  as  now  the  results 
would  be  far  different.  But  all  ophthalmologists  have  not  agreed 
upon  the  exact  methods  of  examination  that  we  should  pursue,  nor 
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are  the  results  of  our  final  work  the  same  iu  all  cases,  even  though 
we  may  be  so  much  more  exact  in  the  estimation  of  the  refractive 
condition  of  the  dioptric  apparatus,  particularly  so  in  the  methods 
of  testing  the  motility  of  the  eyes  ;  in  other  words,  the  power  of 
the  eyes  to  move  in  the  field  of  fixation  and  in  that  of  fusion. 
May  I  not  also  suggest  that  there  is  the  same  difference  of  opinion 
in  other  branches  of  our  profession  of  which  you  are  more  inter- 
ested than  in  this  one,  as  I  believe  it  is  not  fully  settled  yet  whether 
antitoxin  is  a  true  and  positive  specific  for  that  dreaded  disease 
diphtheria,  and  as  to  the  right  and  proper  time  to  operate  in  all 
cases  of  appendicitis.  Some  will  advance  one  method,  and  yet 
we  will  find  others  who  will  take  the  opposite  side  just  as  strongly. 
Medicine  has  not  yet  reached  that  stage — nor  do  I  think  it  ever 
will — when  we  can  make  the  conditions  of  all  our  cases  an  exact 
science  by  which  we  can  tell  just  what  will  be  the  final  result,  as 
in  all  we  must  deal  with  the  personal  equation  of  our  patients^ — 
an  extremely  varying  quantity.  If  others  may  have  diverse 
opinions,  so  do  the  ophthalmologists  hold  the  same  in  reference 
to  the  subject  I  propose  to  present  to  you,  and  while  some  may 
tell  you  that  latent  squint  does  not  exist,  or  simply  requires  the 
use  of  glasses,  others  will  tell  you  that  nearly  all  cases  of  asthen- 
opia present  this  conditiou,  and  that  the  majority  will  require  one 
or  more  operations. 

For  my  own  views  I  must  say  that  I  am  inclined  to  take  a 
conservative  course,  simply  endeavoring  to  correct  the  refractive 
error,  wliatever  that  may  be,  and  then  to  place  the  muscular 
apparatus,  if  necessary,  in  that  condition  of  equilibrium  that  nature 
obviously  intended  it  should  have.  Having  done  this,  and  the 
patient  finding  no  relief,  I  can  justly  feel  that  the  eyes  are  not  at 
fault.  My  methods  of  examination  may  not  be  correct — as  they 
are  not  approved  of  by  all;  but  they  have  at  least  the  advantage 
of  having  been  used  for  many  years,  and  so,  as  to  their  reliability 
and  to  the  advisability  of  operations,  I  must  leave  to  your  own 
conclusions.  If  not  correct  they  will  stand  the  test  of  time,  and 
will  soon  pass  into  innocuous  desuetude.  There  is  much  diversity 
of  opinion  in  reference  to  the  condition  of  the  muscular  equilib- 
rium of  the  eyes.  When  there  is  an  absence  of  this  condition  the 
writers  state  that  the  fundamental  cause  is  hypermetropia,  and 
then  proceed  to  explain  the  relation  between  cause  and  effect,  or, 
we  may  say,  the  physiological  connection  between  accommodation 
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and  convergence,  to  account  for  it ;  but  they  fail  to  point  out  why 
this  condition  may  and  does  exist  when  the  refraction  of  the  eye 
is  found  to  be  myopic.  So  we  find  this  latent  tendency,  with 
myopia,  described  in  ^Wague  terms''  as  ciliary  spasm — a  rare 
condition  in  myopia — or  we  find  no  explanation  at  all  ;  or,  again, 
it  is  so  described  that  the  reader  cannot  decide  what  is  the  chief 
or  primal  cause  of  the  symptoms,  and  is  entirel)^  at  sea  as  to  what 
procedure  he  shall  adopt  when  he  fails  to  correct  his  cases  by  the 
use  of  glasses  or  by  the  method  of  exercising  the  muscles,  so  fre- 
quently suggested.  It  is  for  these  reasons  that  I  shall  attempt  to 
give  some  suggestions,  based  on  the  treatment  of  my  own  cases, 
in  which  I  have  invariably  given  relief.  At  one  time  1  also  held 
the  opinion  that  hyperopia  was  the  cause  of  this  condition,  but  I 
noticed  the  vast  number  of  hyperopes  that  had  no  tendency  to 
latent  or  fixed  squint,  and  that  the  greater  the  hypermetropia  the 
less  did  I  find  this  inability  to  keep  the  visual  lines  fixed,  so  I 
began  to  doubt  my  former  opinions.  When  I  also  found  this 
condition  associated  with  myopia  and  even  emmetropia,  I  felt 
compelled  to  discard  the  theory  of  the  connection  between  accom- 
modation and  convergence  as  the  true  cause  of  the  squint,  and 
naturally  to  look  for  other  reasons  that  would  meet  all  the  indi- 
cations. This,  I  think,  can  be  found  in  the  field  of  fusion  or  the 
desire  for  single  vision  existing  in  the  human  eye.  This  desire 
for  single  vision  or  fusion  must  be  controlled  by  a  different  centre 
of  the  brain  from  that  which  controls  the  movements  of  the  eyes 
in  the  field  of  fixation. 

The  power  of  an  eye  muscle  to  act  according  to  its  physiological 
function  is  shown,  first,  by  the  ability  of  the  individual  to  do 
certain  acts  by  the  process  of  muscular  contraction,  stimulated  by 
the  innervation  and  controlled  by  the  will-power;  and,  secondly, 
the  power  to  turn  the  eyes,  one  independent  of  the  other,  under 
the  stimulation  of  the  desire  for  single  or  binocular  vision.  This 
latter  power  is  the  fusion  force,  and  is  not  under  the  control  of 
the  will-power  of  the  individual.  Under  these  conditions  we 
find  that  the  eyes  can  turn  to  all  parts  of  the  field  of  fixation  in 
nearly  the  same  degrees  of  the  arc  of  a  circle,  while,  on  the  other 
hand,  the  eye  will  also  move  to  a  certain  extent  and  within  a  cer- 
tain field  [fusion)  not  by  the  will-power,  but  by  that  of  the 
muscular  apparatus,  under  the  stimulation  of  the  centre  for  fusion, 
from  the  desire  for  single  images  or  that  the  images  may  be  on 
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corresponding  parts  of  the  retina.  This  power  of  the  muscular 
apparatus  seems  to  be  limited  within  a  certain  field,  and  we  find 
this  fusion  force  acting  in  the  same  way  wlicn  the  eyes  are  directed 
to  the  different  parts  of  the  field  of  fixation.  Hence  the  ability 
to  fuse  these  images  must  be  controlled  by  a  special  centre,  and 
the  extent  to  which  the  eyes  can  be  turned  to  produce  this  fusion 
must  represent  the  power  of  the  muscles  to  turn  the  eyes.  I  can 
see  no  other  way  to  consider  the  action  of  the  ocular  muscles  than 
as  their  individual  power  to  turn  the  eyes  under  certain  condi- 
tions. Moreover,  I  cannot  consider  this  force  as  innervation,  nor 
that  there  should  be  more  stimulation  to  one  muscle  than  to  the 
other,  since  the  size  and  the  insertion  of  all  the  straight  muscles 
seem  to  point  to  the  fact  that  one  muscle  must  have  more  power 
than  the  other;  or,  in  other  words,  exert  a  greater  power  to  turn 
the  eye  under  the  stimulation  of  the  fusion  force. 

The  physiological  act  of  turning  the  eyes  in  all  directions 
within  certain  limits  requires  very  little  force,  as  is  well  shown 
by  the  action  of  the  iuterni  and  the  superior  recti  muscles,  for  the 
eyes  will  turn  upward  as  well  as  inward,  and  yet  the  size  and 
the  insertion  of  the  interni  clearly  indicate  that  these  muscles 
must  have  been  intended  to  exert  a  greater  power  in  some  way. 
May  we  not  also  accept  the  supposition  that  nature  arranged  this 
muscular  force,  not  only  to  perform  the  simple  act  of  turning  the 
eyes,  but  that  they  might  also  conform  to  all  the  requirements  of 
the  more  important  functions,  namely,  that  of  binocular  vision 
and  convergence,  as  controlled  by  the  fusion  force  of  the  eyes  ? 
Do  not  the  daily  needs  of  vision  confirm  all  this?  It  is  in  the  act 
of  single  vision,  both  for  the  distant  and  near  points,  that  we  find 
the  eyes  constantly  called  upon  to  keep  the  visual  lines  fixed  on 
an  object,  while  at  the  same  time  the  eyes  are  moved  to  different 
parts  of  the  field  of  fixation.  Upon  this  supposition  I  cannot  see 
what  influence  innervation,  the  position  of  rest,  or  the  natural 
elasticity  of  the  externi  have  to  do  with  the  fusion  of  the  images 
on  the  retina.  If  we  accept  this  reasoning  and  believe  that  cer- 
tain muscles  have  a  greater  power  to  turn  the  eyes  under  certain 
stimulation,  then  we  should  have  some  test  sufficiently  reliable  and 
exact  which  will  meet  the  requirements  and  indicate  to  us  what 
is  the  actual  power  of  these  muscles  to  turn  the  eyes  under  certain 
conditions.  I  have  used  and  tried  faithfully  all  the  various  tests 
as  suggested  for  this  purpose,  such  as  the  phorometer,  ^laddox 
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rods,  etc.,  but  I  can  find  no  one  so  reliable  and  so  clearly  indica- 
tive of  the  power  of  these  muscles  as  the  old  and  simple  prism 
test.  We  turn  the  eyes  in  the  field  of  fixation  under  the  stimula- 
tion of  the  will,  simply  because  we  wish  to  see  in  certain  direc- 
tions. This  is  the  conscious  part  of  the  action  of  the  eye-muscle; 
but  having  performed  this  act  we  now  call  into  action  the  uncon- 
scious part,  in  which  the  eyes  must  adjust  the  visual  line  accord- 
ing to  the  direction  of  the  rays  of  light  as  they  pass  through  the 
dioptric  media.  If  these  rays  of  light  are  deviated  from  their 
natural  path  the  eyes  will  turn  on  the  centre  of  rotation  to  meet 
the  deviated  rays  until  the  visual  line  will  be  parallel  with  them 
and  the  principal  axial  ray  falls  upon  the  macula.  If  I  deviate 
the  rays  passing  into  one  eye  20°  from  a  direct  line,  then  to  have 
single  vision  there  must  be  sufficient  muscular  power  to  turn  the 
eye  in  the  direction  of  the  deviated  ray^  namely,  20°  of  the  arc, 
and  if  we  cannot  fuse  the  images  then  we  do  not  have  sufficient 
muscular  power  in  the  muscle  so  tested.  Therefore,  the  strong- 
est prism  that  will  deviate  the  rays  and  yet  have  single  vision 
remain  must  indicate  the  power  of  that  muscle  to  turn  the  eye. 
Now,  if  the  deviation  by  a  prism  represents  the  power  of  the  eyes 
to  turn  on  the  centre  of  rotation  under  the  stimulation  of  the 
fusion  force  (duction)  what  do  we  find  is  the  relative  force  or 
power  of  these  straight  muscles  ?  Evidently  we  may  have  some 
standard  of  comparison,  in  the  same  way  and  for  the  same  reason 
that  we  have  a  standard  for  the  acuity  of  the  vision.  Firstly, 
the  power  of  the  externi  to  turn  the  eyeball  outward  must  be  con- 
sidered. Let  me  state  at  once  that  I  do  not  consider  this  power 
as  acting  from  the  position  of  extreme  convergence  or  any  point 
midway  between  that  of  extreme  convergence  and  divergence,  as 
has  been  suggested  by  some  writers,  but  as  starting  from  the 
usual  first  position  of  the  eyes,  in  which  they  are  directed  toward 
a  point  about  twenty  feet  distant  and  about  15°  below  the  horizon. 
Secondly,  the  power  of  the  eyes  to  move  under  the  stimulation  of 
that  unconscious  force  or  duction,  as  shown  by  the  prism  test, 
must  be  measured.  We  should  find  the  outward  movement  or 
abduction  about  6°.  Any  decided  variation  from  this  may  indi- 
cate some  latent  squint.  The  inward  movement  or  adduction  is 
about  24°;  the  upward  movement  or  circumduction  about  2°, 
and  the  downward  movement  or  deorsumduction  about  3°  or 
somewhat  greater  than   the  upward  power.     These  movements 
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are  indicated  by  the  relative  size  and  insertion  of  tlie  straight 
muscles,  and  very  beautifully  represeuts  the  ])Ower  of  the  muscles 
to  turn  the  eyes  under  the  desire  for  single  vision,  while  the 
slightest  failure  of  this  muscular  power  may  result  in  diplopia. 
Now,  in  the  above  standard  we  shall  find  a  certain  relation  in  the 
power  of  these  muscles,  one  to  the  other,  as  the  interni  are  the 
most  powerful;  next  the  externi;  then  the  inferior,  and,  lastly, 
the  superior,  each  one  having  a  certain  ratio  to  the  other.  When 
this  is  constant — no  matter  what  the  actual  power  may  be — we 
will  not,  as  a  rule,  find  much  if  any  muscular  asthenopia  or 
tendency  to  latent  squint.  Having,  then,  this  standard  by  which 
to  compare  the  results  of  our  tests  of  the  muscular  balance  as 
found  in  our  patients,  what  will  be  the  indications  of  the  condi- 
tion that  is  the  title  of  this  paper?  At  once  we  note  that  the 
power  of  the  interni  is  far  greater  than  that  indicated  by  our 
standard,  or  vice  verm,  that  the  power  of  the  externi  is  too  low, 
so  that  under  the  stimulation  of  the  fusion  force  the  power  of 
abduction  is  not  great  enough  to  control  the  position  of  the  eyes 
except  by  the  excessive  stimulation  of  the  externi  to  keep  the 
visual  lines  fixed.  These  patients  present  the  usual  train  of 
symptoms,  chiefly  pain  in  the  head,  radiating  backward  toward 
the  neck,  and  a  pulling  sensation  about  the  eyes.  Latent  squint 
of  the  convergent  class  is  sometimes  described  as  spasmodic  action 
of  the  interni,  and  in  some  cases  our  tests  show  this  condition; 
but  even  if  it  is  spasmodic  action  of  that  muscle  it  still  indicates 
too  much  power,  and  should  and  can  be  controlled  by  proper  and 
suitable  means.  Some  of  my  best  cases  have  shown  this  condi- 
tion, as  I  have  noticed  a  peculiar  change  in  the  response  of  the 
externi  to  the  prism  test,  in  which  there  seems  to  be  a  decided 
loss  of  power  after  we  have  tested  the  adduction.  This  is  shown 
by  our  test  as  well  as  by  the  phorometer  or  the  Maddox  rod.  If 
we  test  tlie  power  of  abduction  we  find  a  certain  ability  to  turn 
the  eye  outward  under  the  stimulation  of  the  fusion  force,  that 
as  measured  by  the  prisms  may  be  as  high  as  8°.  Now,  testing 
the  adduction  in  the  same  way  we  have  20°  or  more,  showing  a 
fairly  good  balance  between  adduction  and  abduction;  but  if  we 
go  back  and  again  test  the  power  of  abduction  we  will  find  that 
it  has  become  reduced  to  1°  or  2°,  or  possibly  we  will  have 
homonymous  diplopia — particularly  if  we  place  a  red  glass  before 
one  eye — which  may  persist  for  some  time  before  the   balance 
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again  adjusts  itself,  and  we  have  single  vision.  I  have  considered 
this  a  very  valuable  test  to  develop  the  tendency  of  the  eyes  to 
turn  inward,  and  while  it  may  be  due  to  some  spasmodic  action 
of  the  interni,  yet  I  consider  it  one  of  the  best  indications  for  the 
operation  I  shall  propose.  Having  found  the  conditions  of 
latent  squint,  convergent,  our  method  of  treatment  for  its  correc- 
tion are,  first,  tlie  use  of  suitable  glasses  to  correct  any  existing 
refractive  errors.  These  failing,  the  combination  of  prisms  with 
the  ghisses  may  be  tried;  then  possibly  tenotomy  of  the  interni; 
but  best  of  all,  in  my  opinion,  is  the  operation  for  shortening  the 
externus  with  catgut  suture,  thereby  increasing  its  power  to  turn 
the  visual  line  outward  and  at  the  same  time  avoiding  all  danger 
of  an  over-correction.  It  is  to  show  the  results  of  this  operation 
of  shortening  the  ocular  muscles  for  the  correction  of  this  condition 
that  I  present  these  cases  from  my  private  case-book,  and  also  to 
demonstrate  the  utility  of  this  standard  test. 

Case  1484.— Hy.  with  ah.  glasses  four  years.  V=  20/20,  ad.  20°, 
ab.  2°  (ratio  1  to  10).  Operation,  shortening  of  ext.  rect.  Result, 
ad.  15°,  ab.  4°  (ratio  1  to  4). 

Case  1755. — Hy.  with  ah.  glasses  several  years;  no  relief  V=: 
20/15,  ad.  25°,  ab.  2°;  after  testing  interni,  "^ab.  0°.  Was  told  by 
another  oculist  that  operation  would  do  no  good.  Operation  was 
shortening  of  left  externus.  Result,  ad.  15°  ab.  5°.  Two  years  later 
reports  can  use  the  eyes  all  that  is  needed  with  comfort. 

Case  1829.— Ah.  glasses.  V=  20/15,  ad.  30°,  ab.  4°.  Operation, 
shortening  of  left  ext.  rect.  One  year  after  is  so  much  improved  that 
she  returns  and  asks  for  an  operation  on  the  other  eye,  and  I  short- 
ened the  right  ext.  rect.  in  the  same  way,  with  this  final  result,  ad.  20°, 
ab.  5°.     Can  now  use  the  eyes  with  comfort. 

Case  1839. — Hy.  with  ah.,  using  glasses;  no  improvement.  V. 
20/15,  ad.  15°,  ab.  0°.  Operation,  shortening  of  left  ext.  rect.  Result, 
ad.  16°,  ab.  3°. 

Case  1909.— My.  with  am.,  using  glasses.  V=  20/15,  ad.  20°,  ab. 
4°.  After  testing  interni,  ab.  0°.  Operation,  shortening  of  left  ext. 
rect.  Final  result,  ad.  15°,  ab.  6°.  Two  years  after  reports  no  pain 
or  asthenopia. 

Case  1942.— Hy.  with  ah.,  using  glasses.  V  =  20/20,  ad.  10°,  ab. 
1°.  Operation,  shortening  left  ext.  rect.  One  year  after  has  ad.  12°, 
ab.  4°. 

Case  1977.  Hy,  using  glasses.  ¥=20/15,  ad.  25°,  ab.  0°.  Oper- 
ation, left  ext.  rect.     Final  result,  ad.  20°,  ab.  6°. 
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Case  2051.— Ah.,  using  glasses.  V  =  20/15,  ad.  30°,  ah.  6°.  After 
testing  interni,  ab.  falls  to  0^.  Operation  on  ext.  rect.  Final  result, 
ad.  20,  ab.  6°,  six  months  after  operation. 

Case  2065.— My.,  using  glasses.  V  =  20/15,  ad.  30°,  ab.  3°.  Oper- 
ation, ext.  rect.     Final  result,  ad.  24°,  ab.  6°. 

Case  2292.— Hy.  with  ah.,  using  glasses.  O.  D.  =  20/20,  O.  S. 
=20/40,  ad.  30°,  ab.  3^     Operation.     Final  result,  ad.  20°,  ab.  6°. 

Case  2371.— Hy.  with  ah.,  using  glasses.  V  =  20/20,  ad.  25°,  ab. 
6°.  After  testing  interni,  ab.  0°.  Operation,  shortening  right,  ext. 
rect.     One  year  after,  ad.  25°,  ab.  6°,  permanent. 

Case  2385.— Ah.  ax.  180°,  using  glasses.  V  =  20/15,  ad.  20°,  ab. 
4°.  After  testing  interni,  ab.  0°.  Operation,  shortening.  Four 
months  after,  ad.  15°,  ab.  4°. 

Case  2088. — Ah.,  using  glasses.  V=  20/15.  Better  with  glasses, 
but  not  relieved.  Ad.  20°,  ab.  1°,  and  homonymous  diplopia  after 
testing  interni.     Operation  shortening  ;  ab.  4°,  much  better. 

Case  2459.— Ah.,  using  glasses.  V  =  20/15,  ad.  25°,  ab.  2°,  falls 
to  0°,  with  homonymous  diplopia  after  testing  interni.  Operation, 
shortening.     Six  months  after,  ad.  15°,  ab.  5°. 

Case  2621. — Ah.  V=  20/15  glasses  do  not  stop  asthenopia.  Ad. 
20°,  ab.  1°.     Operation  shortening.     Result,  ad.  15°,  ab.  4°. 

Case  2571. — Ah.  ax.  180.  V  =20/15.  Glasses  relieve  at  first, 
then  fail.  Ad.  15°,  ab.  1°  ;  homonymous  diplopia  with  red  glass. 
Operation,  shortening.     Result,  ad.  15°,  ab.  5°  ;  complete  relief. 

These  cases  usually  present  the  history  that  the  patients  cannot 
read;  the  eyes  are  painful;  headaches,  frontal  and  usually  extend- 
ing backward,  are  experienced,  and  there  are  car  sickness,  nausea, 
etc.  I  have  presented  the  histories  of  these  cases  of  esophoria, 
or  latent  convergent  squint,  in  the  simplest  condensed  form  pos- 
sible, noting  the  refraction,  glasses  worn  without  relief,  acuity  of 
vision,  the  muscle  imbalance,  the  muscle  operated  upon,  and  the 
final  result.  They  all  seem  to  show  a  want  of  power  in  the 
external  recti  muscles,  a  tendency  for  the  eyes  to  turn  inward, 
and,  finally,  show  an  improvement  in  that  power  by  the  muscle 
balance  after  the  operation.  Now,  I  would  state  that  the  same 
operation  was  performed  in  each  case,  namely,  that  of  shortening 
the  muscle  by  the  insertion  of  the  catgut  suture  with  a  single 
needle  so  as  to  form  a  ^Huck''  at  the  insertion  of  the  tendon 
into  the  sclera,  and  allowing  the  suture  to  be  absorbed.  The 
operation  was  described  in  the  Post-Graduate  Journal  for  May, 
1896,  and  it  seems  to  me  to  more  fully  meet  the  indications  than 
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any  other  procedure,  such  as  graduated  or  partial  tenotomy  of  the 
interni,  since  we  have  a  want  of  power  in  the  external  recti 
muscles.  To  counteract  this  imbalance  I  have  found  the  operation 
for  shortening  the  straight  muscles  the  best  in  my  experience. 
Some  of  you  must  be  familiar  with  this  simple  method  of  mine, 
by  which  I  shorten  the  ocular  muscles  in  their  long  axis,  thereby 
increasing  its  natural  power  to  turn  the  eyeball  under  the  stimula- 
tion of  single  binocular  vision,  but  in  a  few  words  I  would  state 
that  I  use  a  single  sterilized  catgut  suture,  and  after  the  muscle 
has  been  exposed,  dissected  from  its  sheath  in  Tenon's  capsule,  and 
held  away  from  the  eyeball  by  these  little  twin  strabismus  hooks, 
the  needle  is  passed  through  the  tendon  very  close  to  the  sclerotic, 
then  under  the  muscle  and  as  far  backward  as  we  propose  to 
make  the  ^'tuck,''  and  then  through  the  belly  of  the  muscle. 
Now,  crossing  the  muscle  with  the  suture,  the  needle  is  again 
passed  through  and  under  the  tendon  at  a  point  above  or  below 
the  place  at  which  we  started.  You  can  now  see  that  as  we  tie 
the  suture  over  the  iusertion  of  the  tendon  we  must  bring  the 
middle  part  of  the  muscle  forward,  so  taking  the  '^tuck'^  and 
shortening  the  muscle  very  materially  in  its  long  axis.  There  is 
very  little  if  any  reaction  after  the  insertion  of  this  suture.  It 
does  not  require  a  second  operation  for  its  removal,  and  the 
prominence  remaining  gradually  flattens  out  and  disappears  in 
from  six  to  eight  weeks.  The  operation  has  never  failed  in  my 
hands,  and  I  am  glad  to  say  that  in  the  hands  of  my  friends  it 
has  shown  the  same  measure  of  success,  and  may  be  used  in  cases 
of  true  squint,  of  both  the  convergent  and  other  varieties,  as  in 
that  of  the  subject  of  this  paper.  In  closing  let  me  say  I  am  try- 
ing to  follow  nature  in  the  movements  of  the  eye,  and,  to  quote 
from  Professor  Tyndale:  ''  In  dealing  with  nature  the  mind  must 
be  on  the  alert  to  seize  all  her  conditions;  otherwise  we  soon 
learn  that  our  thoughts  are  not  in  accord  with  her  facts.'' 


DISCUSSION 


Dr.  Lucien  Howe,  of  Buffalo :  I  do  not  think  one  statement 
should  be  allowed  to  go  unchallenged  ;  not  that  we  do  not  all  appreciate 
the  excellent  work  done  by  the  writer,  but  because  any  statements 
which  lead  us  to  believe  that  the  ocular  muscles  have  any  definite 
amount  of  power  in  turning  the  eye  in  one  direction  or  another  should 
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be  challenged.  The  whole  trend  of  our  examinations  now  shows  that 
such  is  not  the  case.  Some  excellent  students  of  this  subject  give 
such  figures  to  show  the  [)ower  of  the  muscles,  but  in  practice  this 
really  cannot  be  done.  We  may  have  a  heavy  weight  on  each  end 
of  a  scales  and  yet  have  them  balance,  but  there  might  be  a  very 
slight  weight  on  each  side  and  still  the  scales  would  balance.  In 
other  words,  many  of  us  may  not  have  one-fourth  of  what  the  author 
calls  attention  to,  and  yet  we  do  not  know  that  we  have  asthenopia  or 
anything  of  that  sort.  I  think  we  are  especially  apt  to  be  misled  if 
we  draw  the  conclusion  that  because  of  that  we  can  do  such  an  opera- 
tion and  attain  success.  Certainly  that  has  not  been  ray  experience 
or  that  of  a  great  many  others. 

Dr.  Valk  :  I  appreciate  the  discussion  of  my  paper  by  Dr.  Howe. 
I  had  intended  to  bring  out  this  fact,  that  we  might  have  the  same 
power  on  one  side  as  on  the  other.  I  desired  to  bring  out  that  there 
was  a  certain  ratio  between  abduction  and  adduction. 


XXVII.  Can  Interstitial  Keratitis  BE  Prevented  in  the 
Offspring  of  Syphilitics? 

By   peter   a.  CALLAX,  M.D., 

NEW  YORK   CITY. 

It  is  not  the  object  of  this  paper  to  discuss  the  causes  of  inter- 
stitial keratitis.  It  is  assumed  that  the  majority  of  the  cases  are 
due  to  inherited  syphilis.  A  few  are  due  to  acquired  syphilis. 
My  personal  experience  leads  me  to  regard  all  causes  other  than 
syphilis  as  quite  rare.  In  regard  to  syphilitic  parents  it  is  no 
easy  matter  to  prove  the  existence  of  the  disease,  especially  after 
the  lapse  of  years;  in  fact,  if  they  choose  to  deny  it,  then  it  is 
very  often  impossible. 

If  marriage  is  contracted  years  after  acquiring  syphilis,  the 
offspring  may  show  no  evidence  of  an  inherited  taint.  The 
majority  show  but  little  to  differentiate  them  from  children  on 
the  same  social  strata.  If  we  expect  to  always  find  the  undevel- 
oped physique,  the  pronounced  facial  type,  with  bulging  frontal 
prominences,  with  flat  nasal  bridge,  fine  linear  scars  about  the 
angles  of  the  mouth,  Hutchinsonian  teeth,  etc.,  we  are  doomed  to 
disappointment.     We  should  examine  as  to  impairment  of  hear- 
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ing,  the  condition  of  the  lachrymal  sac,  cicatrices  of  mouth  and 
pharynx,  nodes  or  chronic  periostitis  of  the  tibia,  serous  effusions 
of  the  knee-joints. 

The  typical  cases  form  but  a  small  percentage.  We  may  find 
some  of  the  characteristic  signs  in  many  cases,  but  rarely  do  we 
meet  with  them  all  in  a  single  case.  Hutchinsoniau  teeth  are 
more  frequently  met  with  than  the  other  diagnostic  signs.  The 
peculiar  feature  of  these  teeth  is  the  peg-shape  of  the  upper  incisors. 
The  catting  edge  is  narrower  than  the  alveolar  insertion.  I  am 
sure  that  if  we  follow  the  teaching  of  the  books  and  expect  to  see 
deformed,  short-notched  teeth,  we  will  be  misled,  as  this  latter 
type  only  is  to  be  seen  occasionally.  The  teeth  may  be  perfect 
in  all  respects,  except  that  they  are  peg-shaped.  1  might  add 
tbat  the  permanent  are  the  ones  affected.  I  admit  that  in  very 
many  cases  it  is  very  hard  to  be  certain  that  we  have  to  deal  with 
inherited  syphilis;  but  if  we  examine  the  other  children  of  the 
family,  and  inquire  of  the  mother  as  to  dead  born  children  and 
miscarriages,  then  we  may  be  able  to  make  a  correct  diagnosis. 
Interstitial  keratitis  occurs  daring  the  growing  period.  I  have 
met  with  cases  as  early  as  the  fourth  and  as  late  as  the  twenty- 
eighth  year.  In  reviewing  my  records  I  found  most  cases 
occurred  between  the  eighth  and  twelfth  years,  and  next  in  fre- 
quency between  the  seventeenth  and  twenty-first  years. 

Generally  within  a  month  after  the  onset  of  the  disease  in  one 
eye,  its  fellow  becomes  involved  in  the  same  manner.  I  have 
observed  a  few  cases  where  the  interval  extended  over  a  lapse  of 
years — sixteen  years,  eight  years,  and  five  years  respectively  — 
between  the  inflammation  of  both  eyes.  Rarely,  however,  does 
the  interval  extend  over  twelve  months  before  the  second  eye 
becomes  inflamed.  In  acquired  syphilis,  when  we  see  interstitial 
keratitis,  it  confines  itself  to  one  eye.  I  might  add  that  inter- 
stitial keratitis  due  to  acquired  sypliilis  is  quite  rare.  The  follow- 
ing case  is  of  considerable  interest  as  to  how  much  care  is  accom- 
plished in  warding  off  the  development  of  interstitial  keratitis  : 

Miss  A.,  aged  nineteen  years,  an  only  child  ;  father  syphilitic.  For 
the  past  ten  years  this  young  lady  has  been  more  or  less  under  treat- 
ment on  account  of  retinal  changes  of  one  eye.  During  the  year  1899 
and  part  of  1900  she  was  under  close  observation  and  treatment,  tak- 
ing tonics  and  antisyphilitics,  varying  the  treatment  from  time  to  time. 
At  the  end  of  fifteen  months  interstitial  keratitis  developed  in  one  eye, 
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to  be  followed  within  three  weeks  by  the  disease  in  the  fellow-eye : 
The  attacks  in  both  eyes  were  unusually  severe,  leaving  dense  opacities 
in  the  lower  third  of  each  cornea. 

Ill  this  case  the  general  physical  development  has  been  about 
the  average,  the  only  characteristic  sign  of  the  taint  being  the 
peg-teeth,  which  are  small  and  widely  separated.  In  this 
instance  the  treatment  may  have  deferred  the  outbreak,  but  it 
certainly  did  not  prevent  or  modify  its  severity. 

Mr.  D.'s  family  consists  of  four  children — two  sons  and  two 
daughters.  In  1883  the  third  child,  a  son,  aged  six  years,  had 
interstitial  keratitis.  The  face  was  typical  of  the  inherited  taint. 
In  June,  1894,  the  oldest  child,  a  young  lady,  aged  twenty-three 
years,  had  interstitial  keratitis.  She  was  very  well  developed, 
but  had  Hutchinsonian  teeth.  In  the  same  year  the  youngest 
child,  a  daughter,  aged  fifteen  years,  had  interstitial  keratitis. 
In  her  case  there  was  no  evidences  of  any  inherited  taint.  In 
every  respect  she  was  about  the  average  in  health  and  good  looks. 

The  only  one  of  the  four  to  escape  the  disease  is  the  second 
born,  no\v  a  young  man,  aged  twenty-eight  years.  He  has  no 
evidences  of  inherited  syphilis.  The  two  daughters  had  unusually 
severe  attacks. 

The  first  to  be  attacked  was  the  third  born,  who  showed  unmis- 
takably strong  evidences  of  the  inherited  taint.  The  oldest  came 
next  and  then  the  youngest,  who  showed  nothing  characteristic  in 
any  way  to  indicate  the  latent  virus. 

In  such  a  group  of  cases  it  is  not  necessary  to  ask  any  questions 
of  the  parents;  the  facts  are  too  apparent  and  speak  for  them- 
selves. 

CoNCLUSioxs.  The  offspring  of  syphilitics  show  the  evidences 
of  the  inherited  taint  in  only  a  slight  percentage — that  is,  except 
those  that  die  under  four  years. 

Only  a  slight  percentage  of  such  children  develop  interstitial 
keratitis.  The  records  of  the  New  York  Eye  and  Ear  Infirmary 
for  the  last  year  sho%v  only  seventy  cases. 

When  the  disease  attacks  one  eye  all  our  treatment  appears  to 
be  powerless  in  preventing  its  development  on  the  fellow-eye. 

We  may  possibly  delay  but  cannot  prevent  the  outbreak  of 
interstitial  keratitis  in  certain  cases. 

Med  N  Y  20 
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XXYIII.  The  Treatment  of  Chronic  Purulent 
Otitis  Media. 


By  JAMES  F.  McKERNON,  M.D., 

NEW  YORK    CITY. 

In  treating  a  case  of  chronic  purulent  otitis  media  we  should 

have  three  objects  in  view  :     First,  the  cure  of  the  otorrhoea; 

second,  the  improvement  of  the  hearing;  and,  third,  the  relief  of 

the  distressing  subjective  sounds  if  present. 

In  the  treatment  of  the  discharge  the  first  cardinal  principle  is 

cleanliness,  and  this  can  be  accomplished  in  one  of  two  ways, 
viz.,  if  but  little  discharge  be  present,  and  the  patient  seen 
frequently  by  the  surgeon,  the  existing  discharge  can  easily  be 
removed  by  mopping  the  parts  with  sterilized  cotton  wound  on  a 
cotton  carrier.  After  the  field  has  been  gone  over  in  this  way  it 
should  be  thoroughly  cleansed  with  some  rather  strong,  non-irri- 
tating germicide  or  disinfectant,  and  one  which  the  writer  has  found 
beneficial  is  the  followinsr : 

R. — Boric  acid gr,  xx. 

Sol.  hydrarg.  bichior.,  1  :  1000           .         .         .     ^ii. 
Spir.  vini  rect ad     ^i. 

The  parts  are  thoroughly  cleansed  with  this  solution,  and  any 
granular  surface  is  touched  with  a  small  cotton-tipped  probe, 
dipped  in  silver  nitrate,  of  a  strength  ranging  from  twenty  grains 
to  two  hundred  and  forty  grains  to  the  ounce  of  distilled  water. 
This  will  in  a  large  number  of  cases  so  stimulate  these  structures 
that  by  using  such  treatment  two  or  three  times  a  week  a  cure 
will  speedily  follow.  If,  on  the  other  hand,  the  discharge  be 
profuse  then  the  patient,  or  whoever  is  to  care  for  him,  must  be 
taught  the  proper  method  of  syringing  the  ear,  and  the  treatment 
carried  on  by  irrigation.  Usually  a  hard  rubber  ear  syringe  with 
a  blunt  point  or  nozzle,  holding  an  ounce  of  fluid,  should  be  used. 
In  the  case  of  young  children  it  is  desirable  that  the  syringe  be 
of  soft  rubber  in  order  not  to  irritate  the  meatus  or  canal,  and  in 
shape  should  be  like  a  round  bulb  with  a  long  drawn-out  point, 
through  which  the  fluid  passes  on  its  way  from  the  chamber  of 
the  syringe  to  the  canal. 
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A  point  to  be  remembered  in  syringing  the  ear,  and  one  also  to 
be  impressed  upon  the  patient  or  nurse,  is  to  give  instructions  in 
all  adult  cases  to  grasp  the  auricle  gently  between  the  thumb  and 
fingers  of  the  left  hand  and  draw  it  upward,  backward,  and  a  little 
outward,  thus  straightening  the  meatus  and  cartilaginous  canal 
and  bringing  it  on  a  line  with  the  osseous  canal.  Otherwise, 
when  we  use  the  syringe  we  shall  be  directing  the  stream  of 
fluid  against  the  side  of  the  canal  wall  instead  of  directly  into  the 
lumen  of  the  passage,  as  drawing  the  auricle  in  the  manner 
described  will  overcome  the  irregularity  at  the  opening  of  the 
canal  and  allow  the  nozzle  of  the  syringe  to  pass  into  the  meatus 
deeply,  wdth  its  tip  directed  downward  and  forward.  In  syring- 
ing the  ears  of  a  child  under  three  years  of  age  the  auricle  should 
be  drawn  outward  and  downward,  as  this  position  best  aids  us  to 
overcome  the  natural  curve  of  the  canal  at  that  age.  The  fre- 
quency of  irrigation  will  depend  largely  upon  the  character  and 
quantity  of  the  discharge,  and  at  no  time  must  it  be  allowed  to 
accumulate  to  any  extent  in  the  auditory  canal.  In  an  ordinary 
adult  case  it  should  be  cleansed  every  three  or  four  hours  at  first, 
and  as  the  discharge  begins  to  lessen  then  diminish  the  frequency 
of  irrigation  to  three  times  a  day,  or  once  or  twice  a  day,  and 
later  even  to  every  second  or  third  day.  In  a  child  it  will  be 
necessary  to  irrigate  more  frequently  on  account  of  the  smallness 
of  the  canal  and  the  tendency  of  the  walls  at  the  meatus  to  lie  in 
contact,  thus  driving  back  the  secretion.  In  these  cases  we 
should  irrigate  as  frequently  as  every  two  hours  until  we  notice 
a  gradual  lessening  of  the  discharge,  and  from  this  point  on 
diminish  the  frequency  to  every  three,  four,  or  six  hours,  depend- 
ing upon  the  quantity  of  the  discharge  that  presents  itself  each 
day.  It  is  always  well  to  bear  in  mind  that  an  ear  should  be 
irrigated  only  frequently  enough  to  keep  the  discharge  from 
accumulating  in  the  canal,  as  too  frequent  irrigation  serves  to 
soften,  make  flabby,  and  lessen  the  integrity  of  the  parts,  thus 
prolonging  the  disease.  Only  a  small  amount  of  force  should  be 
used  in  irrigating  an  ear,  whether  the  case  be  a  child  or  an^'adult, 
and  we  should  never  use  a  cold  solution,  but  one  tepid  or  slightly 
warmer,  depending  upon  the  amount  of  comfort  gived  to  the 
patient.  The  quantity  to  be  used  at  each  irrigation  varies  any- 
where from  a  quarter  of  a  pint  to  a  pint.  Rarely  is  it  necessary 
at  one  sitting  to   use  more  than  the  maximum   quantity   given 
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above.  If  irrigation  produces,  as  it  sometimes  does,  disagreeable 
symptoms,  as  pain,  vertigo,  or  nausea,  and  these  persist,  then  no 
matter  how  profuse  the  existing  discharge  we  must  cease  the  irri- 
gation and  remove  the  discharge  by  frequent  mopping  and  cleans- 
ing with  cotton.  In  all  cases  after  irrigation  it  is  desirable  to  dry 
the  deeper  parts  as  well  as  the  meatus  with  cotton. 

The  various  solutions  used  for  syringing  the  ear  have  been 
legion,  but  only  those  will  be  mentioned  which  the  writer  has 
found  of  value  from  a  clinical  stand-point.  A  solution  of 
bichloride  of  mercury  in  strength  ranging  from  1  :  2000  to  1  :  5000 
in  boiled  water  is  the  solution  most  used  and  the  one  from  which 
we  obtain  the  best  results  at  the  present  time.  A  solution  of 
value  and  one  largely  used  to-day  by  the  general  practitioner  is 
that  of  boric  acid  of  the  strength  of  twenty  grains  to  an  ounce  of 
boiled  water.  As  a  cleansing  solution  it  answers  the  purpose  very 
well,  but  taken  from  a  disinfecting  or  germicidal  stand-point  it 
leaves  much  to  be  desired.  A  solution  of  carbolic  acid  in  steril- 
ized water  of  the  strength  of  1  or  2  per  cent,  was  formerly  used. 
In  obstinate  cases  a  weak  solution  of  formaldehyde,  1 :  1000,  is  often 
of  service,  owing  to  its  active  germicidal  properties;  but  even  in 
this  strength  it  has  to  be  discontinued  many  times  owing  to  its 
irritating  qualities,  and  if  continued  should  be  used  in  a  much 
weaker  form.  A  solution  of  permanganate  of  potassium  of  the 
strength  of  half  a  drachm  of  the  liq.  potass,  permauganas,  in 
from  four  to  six  ounces  of  sterilized  water,  is  often  used  to  abate 
the  discharge  on  account  of  its  strong  disinfecting  properties,  and 
at  the  same  time  it  acts  as  an  excellent  deodorizer  when  we  have 
a  foul-smelling  discharge  to  treat.  When  a  certain  amount  of 
exfoliated  epithelium  is  found  in  the  discharge,  accompanied  by  a 
roughened  condition  of  the  canal  walls  and  a  roughened  and 
excoriated  condition  of  the  meatus,  we  have  found  of  the  utmost 
value  an  eighth  per  cent,  alcoholic  solution  of  salicylic  acid  of  the 
strength  of  from  one  to  two  drachms  of  the  solution  in  four  ounces 
of  sterilized  water,  the  acid  here  having  a  marked  healing  effect 
on  the  excoriated  tissue.  For  simple  cleansing  purposes  a  tepid 
solution  of  plain  sterilized  water  will  be  all  that  is  needed. 

In  a  few  of  the  cases  coming  under  our  observation  where  the 
so-called  irrigation  treatment  has  been  used,  they  become  per- 
ceptibly worse,  and  the  discharge  increases  instead  of  lessening. 
When  this  occurs  the  patient,  or  whoever  is  caring  for  the  case, 
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must  systematically  use  the  dry  treatment  spokeu   of  above  in 
order  to  obtain  the  beneficial  results  desired. 

In  order  to  save  the  patient's  clothing  while  using  the  irrigation 
method,  we  should  always  have  held,  by  the  patient,  beneath  the 
ear  a  kidney-shaped  hard  rubber  or  agate-ware  basin  to  catch  the 
discharge  coming  from  the  canal.  These  are  easily  obtained  and 
come  in  all  sizes.  As  soon  as  the  discharge  begins  to  lessen  per- 
ceptibly the  congestion  and  swelling  gradually  subside,  and  the 
structures  slowly  regain  their  normal  appearance. 

In  all  cases  when  treatment  is  begun  a  thorough  investigation 
of  the  upper  respiratory  tract  should  be  made,  and,  when  these 
structures  are  found  involved  in  a  catarrhal  process,  we  should 
direct  our  treatment  to  the  cure  of  these  pathological  conditions 
as  well  as  caring  for  the  ear  alone,  for,  if  these  conditions  be 
neglected,  we  may  temporarily  help  the  aural  condition,  but 
exacerbations  will  occur  from  time  to  time  owing  to  the  lack  of 
proper  treatment  in  the  nose  and  nasopharynx.  Especially  should 
we  always  search  for  any  lymphoid  hypertrophies,  and  if  found 
their  removal  is  imperative  at  once,  as  well  as  the  removal  of 
any  other  obstructive  condition  which  interferes  with  a  normal 
nasopharyngeal  function. 

When  the  drum  membrane  has  been  destroyed  over  a  consider- 
able area,  and  we  find  the  inner  tympanic  wall  exposed  and  pre- 
senting a  mucous  surface  that  is  swollen,  congested,  and  covered 
with  mucus,  or  only  slightly  moist,  then  we  must  stimulate  this 
surface  by  applying  solutions  to  the  mucous  membrane  lining  the 
internal  tympanic  w^all.  The  solution  giving  the  best  results  is 
one  of  silver  nitrate,  applied  in  varying  strengths,  beginning  with 
a  weak  solution,  as  ten  grains  to  the  ounce  of  distilled  water,  and 
increasing  this  strength  as  indications  arise  to  240  grains  to  the 
ounce,  or  even  as  high  as  360  grains  to  the  ounce,  when  a  rapid 
effect  is  desired.  A  point  of  value  in  applying  the  silver  solution 
may  be  mentioned  here,  and  that  is,  care  should  be  taken  not  to 
touch  any  portions  of  the  canal  walls  or  other  parts  of  the  tym- 
panum except  the  particular  area  we  wish  to  stimulate,  and  this 
can  be  accomplished  easily  by  exercising  a  little  care  in  preparing 
the  cotton-tipped  probe.  It  should  not  be  large  or  bulky,  but 
small,  having  only  the  tip  dipped  into  the  solution,  and  all  residue 
pressed  from  even  this  before  introducing  it,  as  otherwise  the 
normal  tissue  will  be  smeared  over  and  an  excessive  irritation  be 
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caused  by  its  coming  in  contact  with  normal  tissues.  Other  solu- 
tions used  with  beneficial  results  are  varying  strengths  of  the  zinc 
and  copper  salts.  Of  the  latter,  usually  a  2  per  cent,  solution  is 
the  one  most  frequently  used. 

As  the  discbarge  becomes  lessened  and  the  patient  is  seen  less 
frequently  a  solution  to  be  used  at  home  should  be  given,  com- 
posed of  the  following  ingredients  : 

R. — Boric  acid gr.  xx. 

Sol.  hydrarg.bichlor.,  1:1000  .         .         .         .     3ii. 
Absolute  alcohol q.  s.     oi- 

Five  or  ten  drops  of  this  solution  placed  in  the  ear  twice  a  day 
at  first,  then  later  once  a  day,  and,  as  the  cause  for  stimulation 
becomes  less,  every  second  day,  will  act  admirably,  not  only  as  a 
stimulant,  on  account  of  its  alcoholic  properties,  but  as  an  anti- 
septic, due  to  the  presence  of  the  boric  acid  and  bichloride  solu- 
tion in  preventing  the  formation  of  further  granulation  tissue. 
Placing  this  solution  in  the  ear  can  be  accomplished  easily  by  one 
of  two  ways :  either  a  dropper  can  be  used,  or  the  requisite  number 
of  drops  can  be  placed  in  a  small  spoon,  warmed  if  desired,  and 
then  poured  into  the  auditory  canal,  the  head  in  each  instance 
being  held  well  over  to  the  opposite  side.  If  any  residue  remains 
after  one  or  two  minutes,  it  can  be  removed  by  turning  the  head 
in  an  opposite  direction,  thus  allowing  the  liquid  to  escape. 

When  the  discharge  is  markedly  persistent  and  the  above  appli- 
cations fail  to  bring  about  a  satisfactory  result,  the  writer  has 
found  of  benefit  the  use  of  the  so-called  PowelFs  solution,  which 
consists  of  the  application  to  the  diseased  surface  of  a  solution  of 
pure  carbolic  acid.  This  is  allowed  to  run  into  the  canal,  the 
head  being  held  in  a  horizontal  position  until  the  auditory  canal 
is  nearly  filled.  It  is  retained  in  this  position  from  thirty  to 
sixty  seconds,  and  then  the  canal  is  quickly  syringed  with  a  solu- 
tion of  absolute  alcohol.  In  this  way  the  alcohol  counteracts  any 
escharotic  action  which  the  carbolic  acid  would  have  upon  the 
normal  tissues,  and  the  diseased  parts  are  stimulated  and  cleansed 
at  the  same  time.  By  this  treatment  excellent  results  are 
obtained  in  many  cases  that  would  not  yield  to  the  ordinary 
methods  in  vogue.  The  amount  of  pain  involved  in  this  pro- 
cedure is  very  slight,  as  the  carbolic  acid  exerts  an  anaesthetic 
effect  superficially,  and  the  quick  application  of  the  alcohol  a^ter 
simply  causes  the  patient  to  complain  of  the  ordinary  stinging 
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sensation  usually  experienced  in  a  mild  degree  upon  the  applica- 
tion of  this  liquid. 

In  all  cases  under  treatment  we  should,  after  thorough  cleans- 
ing the  canal,  direct  the  patient  to  perform  inflation  by  the  Val- 
salva method,  so  as  to  drive  out  from  the  middle  ear  any  retained 
secretion  that  may  be  present.  Should  they  be  unable  to  do  this, 
then  gentle  inflation  by  means  of  the  catheter  should  be  practised, 
and  the  secretion  thus  displaced  be  removed  before  our  final 
application  is  made  to  the  surface  to  be  stimulated. 

The  practice  of  instilling  oil  of  any  kind  into  the  canal  should 
not  be  countenanced,  as  it  forms  a  media  for  the  development  of 
vegetable  fungi  of  various  kinds,  and  when  once  these  conditions 
form  along  the  canal  they  are  exceedingly  irritating  and  difiicult 
of  a  rapid  cure. 

As  to  the  use  of  hydrogen  peroxide  in  the  auditory  canal  of  a 
patient  suffering  from  chronic  purulent  otitis,  there  is  a  wide 
diversity  of  opinion.  Some  authorities  report  most  brilliant 
results  from  its  use,  both  by  syringing  the  canal  freely  with  it,  and 
also  instilling  it  into  the  canal,  claiming  that  when  so  used  it 
cleans  out  the  small  cavities  by  displacing  retained  secretions, 
which  otherwise  would  not  appear  without  the  use  of  this  agent. 
I  believe,  however,  we  have  other  means  at  our  command  that  will 
do  the  work  quite  as  well  without  exposing  the  patient  to  the  risk 
of  displacing  and  driving  backward  through  the  aditus  ad  antrum 
this  retained  secretion  into  the  mastoid  antrum,  and  thus  exciting 
an  inflammation  of  this  structure  by  the  infection  contained  in  the 
displaced  secretion,  for  it  is  very  plain  to  be  seen  that  such  secre- 
tion, when  displaced,  can  travel  this  path  quite  as  easily  as  any 
other,  and  the  writer  has  seen  several  cases  of  purulent  otitis 
under  treatment  doing  fairly  well  when  it  was  thought  advisable 
to  use  this  fluid  to  hasten  matters  if  possible.  Where  no  sign  of 
mastoid  involvement  had  previously  existed,  under  the  use  of  this 
fluid  a  distinct  mastoiditis  developed,  and  in  four  cases  the  mas- 
toid had  to  be  opened.  So,  from  observation  and  personal  expe- 
rience, I  am  opposed  to  its  use.  Under  no  circumstances  or 
conditions  should  we  in  this  disease,  either  early  or  late,  put  a 
large  quantity  of  powder  in  the  canal  and  allow  it  to  remain 
there,  for  it  becomes  moistened,  and  later  forms  a  crust,  thus  pre- 
venting what  we  wish  to  avoid,  namely,  a  damming  backward  of 
the  secretion,  and  the  practice  of  supplying  a  patient  with  a  quan- 
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tity  of  powder  to  use  by  himself  cannot  be  too  strongly  urged 
against,  as  many  times  he  will  use  it  and  drive  the  secretion  back- 
ward by  crusts  forming  firmly  over  the  point  of  perforation,  and 
this  acts  as  a  barrier  to  the  future  drainage  of  the  middle  ear,  as 
well  as  subjecting  the  patient  to  the  danger  of  mastoid  and  other 
iatercrauial  involvement.  After  the  discharge  has  been  reduced 
to  a  minimum  amount,  so  that  it  only  moistens  the  part,  then  we 
can  use  with  much  advantage  some  of  the  many  antiseptic  and 
astringent  powders  by  insufflating  a  small  quantity  over  the  moist- 
ened area.  The  powders  more  commonly  used  here  are  boric  acid, 
aristol,  acetanilid,  nosophen,  zinc  oxide,  iodol,  and  alum.  Iodo- 
form, formerly  used  extensively,  has  been  largely  discontinued, 
as  it  is  very  unpleasant  for  both  the  patient  and  surgeon  on  account 
of  its  peculiar  odor,  and  it  often  gives  rise  to  a  most  distressing 
dermatitis.  Dermatol  has  also  been  used,  but  it  possesses  no  par- 
ticular curative  effects.  In  many  cases  where  the  discharge  is 
intractable  and  comes  from  the  attic  region  the  use  of  the  intra- 
tympanic  syringe  is  of  the  greatest  value,  as  by  its  use  we  can 
introduce  solutions  of  various  strengths,  upward  and  backward, 
beyond  the  point  of  vision.  The  writer  has  used  a  small  glass 
instrument  of  various  sizes,  with  short  or  long  tip,  and  broad  end 
fitted  closely  with  a  rubber  similar  to  that  of  the  pipette.  These 
little  glass  pipettes  are  made  in  almost  any  size,  and  the  tip  can  be 
made  at  any  angle  one  wishes.  They  are  easily  handled,  neat,  clean, 
inexpensive,  and  contain  for  treatment  all  the  way  from  one  to 
twenty  drops  of  the  fluid,  which  is  usually  a  solution  of  silver  nitrate. 
In  cases  where  we  find  a  large  amount  of  granulation  tissue 
present  we  proceed  to  destroy  this  after  first  cleansing  the  canal 
and  area  to  be  destroyed.  If  the  granulations  are  only  moder- 
ately large  we  can  easily  destroy  them  by  means  of  chemical 
agents.  The  two  agents  of  this  character  most  used  are  silver 
nitrate  and  chromic  acid.  The  surface  to  be  cauterized  is  first 
dried,  and  then  upon  a  metal  probe  a  bead  of  either  of  the  above 
agents  is  fused  and  applied  carefully  to  the  granular  area.  Care 
should  be  taken  not  to  smear  these  agents  over  adjacent  parts,  and 
all  excess  or  residue  should  be  mopped  up  with  a  cotton  pledget. 
The  actual  cautery  has  been  recommended  as  admirable  for  the 
destruction  of  these  granulations,  but  its  use  here  is  altogether  too 
difficult  of  application  when  we  have  other  means  at  hand  equally 
as  good  and  much  easier  to  use. 
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After  cleansing  the  area  to  be  cauterized  we  sliould  apply  to 
the  granular  surface  about  to  be  destroyed  a  solution  of  cocaine 
hydrochlorate  of  a  strength  from  5  to  10  per  cent.  This  applica- 
tion can  be  made  by  soaking  a  small  pledget  of  cotton  in  the 
cocaine  and  carrying  it  with  the  forceps  directly  against  the  sur- 
face we  wish  to  anaesthetize,  or  we  can  apply  it  by  means  of  a 
cotton-tipped  probe,  and  hold  it  against  the  surface  for  a  moment 
or  two  until  the  aniesthetic  effect  has  taken  place.  If  this  pre- 
liminary be  carried  out  in  these  cases  there  will  be  but  little  or 
no  pain  experienced  by  the  patient  during  the  destruction  of  this 
exuberant  tissue,  and  this  in  itself  is  a  factor  to  be  taken  into  con- 
sideration, for  no  one  likes  to  suffer  pain  when  it  can  so  easily  be 
avoided.  When  the  granulations  are  larger  and  polypoid  in  char- 
acter, then  their  removal  is  best  effected  by  means  of  the  wire 
snare.  The  loop  of  the  wire  is  passed  over  the  growth  and  carried 
backward  and  inward  to  its  attachment,  and  the  growth  is  cut  off 
in  this  way  by  the  successive  turning  or  screwing  of  the  thumb- 
piece  of  the  snare,  thus  tightening  at  each  turn  the  loop  of  wire 
surrounding  the  growth. 

As  a  more  rapid  means  of  removal  a  sharp  curette  is  preferred, 
and  this  can  be  passed  quickly  into  the  canal  at  the  side  or  beneath 
the  growth  and  carried  backward  to  its  point  of  attachment,  wdiich 
is  usually  a  rather  firm  pedicle.  When  this  point  is  reached  the 
curette  is  raised  and  manipulated  so  as  to  partially  twist  the 
pedicle  around  the  shank  of  the  curette,  having  the  sharp  curve 
of  the  instrument  rest  upon  the  superior  or  upper  surface  of  the 
pedicle.  The  curette  is  then  pressed  inward  against  the  surface 
from  which  the  growth  springs,  the  pedicle  is  severed  close  to  its 
attachment,  and  the  growth  is  removed  at  the  same  time  the 
instrument  is  withdrawn.  Cocaine  should  always  be  used  pre- 
vious to  their  removal,  in  order  to  relieve  the  patient  of  as  much 
pain  as  possible.  An  adjunct  of  great  value  at  our  command 
in  the  removal  of  these  growths  is  an  application  to  them  (and 
particularly  at  their  base)  of  a  solution  of  suprarenal  capsule. 
Following  is  (he  formula  used  by  the  writer  : 

R. — Adrenals  (Armour  desicc.)        ....  5]'. 

Boric  acid gr.  xvj. 

Aq.  cinnamorai 3iv. 

Aq.  camphorae  cal 5J. 

Aq.  dest.  cal q.  s.  ad  5ij. — M. 

Macerate  for  four  hours  :  filter. 
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The  use  of  this  solution  enables  us  to  remove  large  growths,  and 
what  would  otherwise  be  a  bloody  operative  case  is  rendered  prac- 
tically bloodless  by  the  use  of  this  fluid.  It  should  remain  in 
contact  with  the  tissue  to  be  removed  for  at  least  ten  or  fifteen 
minutes  prior  to  the  operation.  Our  after-treatment  is  also  greatly 
facilitated  by  its  use,  and  now  we  are  enabled  to  cauterize  the 
base  left  by  removal  of  the  growth  without  continually  going 
over  the  surface  for  several  minutes  with  cotton  pledgets,  trying 
to  staunch  the  bloodflow  before  we  apply  our  cauterization. 
Many  times  by  the  old  method  of  removal,  without  the  use  of  the 
suprarenal  extract,  the  cauterization  of  the  base  had  to  be  left  for 
a  second  sitting  on  account  of  the  free  hemorrhage  existing. 

For  the  first  twenty-four  hours  after  the  removal  of  such  a 
growth  it  is  well  to  pack  the  canal  loosely  with  a  strip  of  plain 
sterilized  gauze.  This  acts  in  a  twofold  manner.  First,  it  pre- 
vents any  marked  secondary  hemorrhage  taking  place,  as  some- 
times occurs  after  the  use  of  the  suprarenal  extract;  and,  secondly, 
it  acts  as  a  protection,  but  it  should  always  be  removed  the  day 
following.  If  the  patient  is  not  to  be  seen  for  a  few  days,  then 
under  no  condition  should  the  canal  be  packed,  but  if  much  dis- 
charge be  present  the  patient  should  be  directed  to  use  the  irriga- 
tion method  for  a  few  days  until  the  discharge  diminishes 
sufficiently  or  until  the  patient  again  comes  under  the  observation 
of  the  surgeon  for  further  treatment.  In  all  cases  where  exuber- 
ant granulations  or  polypi  have  been  removed  from  the  auditory 
canal  and  middle  ear,  the  subsequent  treatment  is  carried  out  on 
exactly  the  same  lines  as  that  already  mentioned — l.  e.,  keeping 
the  parts  sterile  and  clean,  stimulating  from  time  to  time  as  needed, 
aud  later,  when  the  discharge  diminishes,  the  use  of  the  drops 
before  referred  to  twice  a  day. 

If  after  an  ear  has  been  treated  in  this  way  for  a  period  of  ten 
days  or  two  weeks,  the  discharge  is  still  present,  and  there  is  a 
marked  tendency  for  a  re-formation  of  the  granulation  tissue,  then 
it  may  be  said  with  a  degree  of  certainty  that  we  have  to  deal 
with  dead  bone  further  back,  and  no  time  should  be  lost  in  its 
removal. 

Aspergillus  is  quite  frequently  found  just  within  the  meatus,  on 
the  canal  wall,  on  the  remains  of  the  drum  membrane,  or  on  the 
exposed  internal  tympanic  wall  where  the  ear  has  previously  been 
the  seat  of  a  purulent  inflammation,  and  may  mislead  us  into  think- 
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ing  that  the  ear  has  begun  to  discharge  again.  The  cause  of  this  is 
the  presence  of  this  fungus  at  one  or  more  of  the  points  just  men- 
tioned. It  develops  slowly  in  the  beginning,  when  it  lodges  upon 
the  surface,  owiug  to  a  lack  of  moisture  ;  but  later,  when  even  a 
slight  amount  of  moisture  comes  in  contact  with  it,  the  growth  is 
a  rapid  one,  and  the  discharge  given  out  from  it  is  often  offensive 
and  accumulates  around  the  meatus.  The  treatment  is  simply 
keeping  the  parts  clean  by  the  ordinary  method,  and  scrubbing 
the  surface  all  over  with  a  cotton-tipped  probe  dipped  in  the 
alcoholic  solution  previously  mentioned,  and  the  insufflation  of 
just  enough  finely  powdered  acetanilid  or  boric  acid  to  cover  the 
surface  from  which  the  fungus  grows.  A  few  treatments  like 
this  will  suffice  to  clear  up  the  condition  as  well  as  to  relieve  the 
excoriations  caused  by  the  discharge  at  the  meatus. 

In  all  cases  of  purulent  disease  of  the  middle  ear,  where,  upon 
examination,  we  find  the  drainage  insufficient,  we  should  lose  no 
time  in  enlarging  the  opening  through  which  the  discharge  is  pass- 
ing, and  many  times  it  is  desirable,  instead  of  enlarging  the  old 
perforation,  to  make  a  free  incision  through  the  drum  membrane 
at  some  other  point  to  facilitate  more  rapid  drainage.  This  is 
particularly  imperative  when  the  discharge  emanates  from  the 
lining  membrane  of  the  middle  ear,  and  we  find  it  being  inade- 
quately drained.  It  is  in  these  cases  that  the  subsequent  use  of  the 
middle-ear  syringe  is  of  the  utmost  value,  as  after  a  thorough 
cleansing  of  the  tympanic  cavity  we  can  introduce  the  stimulating 
or  astringent  solutions,  and  a  sufficient  quantity  should  be  used 
each  time  to  completely  fill  the  tympanic  cavity.  The  fluid  will 
oftentimes  pass  through  and  down  into  the  Eustachian  tube,  but 
this  will  do  no  harm,  provided  the  solutions  used  are  not  too 
strong — and  rarely  should  we  use  a  solution  of  silver  here  at  first 
stronger  than  1  per  cent.  If  the  case  be  a  persistent  one  this 
intratympanic  syringing  should  be  practised  each  day  until  the 
discharge  is  perceptibly  lessened  ;  then  every  second  day,  and 
later  less  frequently,  as  twice  a  week. 

When  a  small  amount  of  discharge  continues  despite  ail  treat- 
ment, and  the  parts  upon  inspection  look  indolent,  the  method 
suggested  and  practised  by  Blake — fitting  a  small  sterilized  piece 
of  very  thin  paper  over  the  opening  existing — will  oftentimes  heal 
these  perforations,  if  in  no  other  way  than  by  the  mechanical  irri- 
tation set  up  by  their  contact  with  the  indolent  surface.     In  apply- 
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ing  these  paper  disks,  after  they  are  approximated  closely  to  the 
drum  membraue,  they  are  gently  pressed  around  their  edges  so  as 
to  adhere  firmly.  After  they  have  been  satisfactorily  approxi- 
mated a  small  amount  of  powdered  acetanilid  or  boric  acid  is 
dusted  over  their  surface.  Such  a  dressing  will  remain  in  place 
from  two  to  eight  days,  and  when  the  parts  are  again  inspected 
we  find  the  disk,  though  still  adherent  to  the  drum  membrane, 
has  gradually  worked  toward  the  edge  of  the  drum,  exposing  a 
part  or  the  whole  of  the  perforation,  while  little  or  no  moisture  is 
present.  A  second  disk,  sterilized  in  the  same  manner,  is  now 
placed  over  the  opening,  leaving  the  primary  one  undisturbed 
and  partially  overlapping  it.  Usually  two  or  three  such  appli- 
cations serve  in  a  large  number  of  cases  to  completely  stop  the 
discharge  and  close  the  opening.  The  protection  given  by  the 
disk  no  doubt  hastens  the  changes  taking  place  in  the  pathological 
mucous  surface  of  the  middle  ear. 

To  improve  the  hearing  after  we  have  cured  the  discharge  is 
the  next  step  in  the  treatment  of  this  disease.  When  marked 
destruction  of  the  tympanic  membrane  has  taken  place  and  the 
ossicles  are  bound  down  by  adhesions,  then  we  usually  get  a 
marked  diminution  in  the  function  of  hearing  unless  we  later 
divide  the  adhesions  existing,  and  this  procedure  can  be  quite 
easily  carried  out  after  the  discharge  has  ceased,  and  will  be  fol- 
lowed in  many  cases  by  a  decided  improvement  in  audition.  Some 
of  the  cases  thus  subsequently  operated  upon  show  no  improve- 
ment, but  the  large  majority  do  improve,  and  for  this  reason  we 
should  not  fail  to  give  this  part  of  the  treatment  a  fair  trial. 
Personally  I  have  seen  only  two  cases  out  of  a  total  of  twenty- 
four  that  did  not  improve  under  this  procedure. 

It  is  usual  in  an  ordinar}^  case  for  the  hearing  to  improve  when 
the  discharge  ceases,  and  here,  as  an  aid  to  restoring  the  function 
of  hearing,  we  use  the  ordinary  method  of  inflation  and  vaporiza- 
tion of  the  middle  ear,  as  it  prevents  the  excessive  formation  of 
adhesions,  and  when  these  adhesions  have  taken  place  it  tends  to 
stretch  them,  as  well  as  stretch  and  make  more  pliable  that  por- 
tion of  the  drum  membrane  still  intact,  and  also  exerts  the  same 
influence  to  a  greater  or  less  degree  upon  that  part  of  the  drum 
membrane  which  is  forming  anew. 

This  method  of  treatment  should,  if  possible,  be  carried  out 
three  times  a  week  at  first,  and  as  improvement  begins  to  take 
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place  the  frequency  should  be  diminished  according  to  the  indica- 
tions present  in  each  case.  In  many  of  these  cases  during  their 
convalescence  and  after  the  discharge  has  ceased  there  will  be 
complaint  made  of  a  most  distressing  tinnitus,  and  one  which  does 
not  clear  up,  even  though  the  frequent  inflations  spoken  of  have 
been  practised.  Here  the  administration  to  the  patient  internally 
of  small  and  gradually  increasing  doses  of  the  potassium  iodide 
will  be  followed  by  a  marked  relief  in  a  large  number  of  cases. 
Begin  with  five  grains  three  times  a  day,  gradually  increasing  the 
dose  until  the  relief  is  secured.  Usually  when  the  patient  has 
taken  about  ten  grains  three  times  a  day  for  several  days  this 
symptom  will  gradually  diminish,  and  in  a  fair  number  of  cases 
will  disappear  altogether.  Its  action  no  doubt  is  due  to  its  stimu- 
lating properties,  and  this  causes  an  absorption  of  a  small  amount 
of  exudate  or  recently  formed  deposit  within  the  middle  ear.  If 
any  decided  labyrinthine  involvement  is  already  present,  then,  of 
course,  the  severing  of  the  adhesions  above  spoken  of  is  contra- 
indicated  from  the  stand-point  of  any  improvement. 

In  all  cases  where  upon  our  first  examination  we  discover  intra- 
tympanic  caries  existing,  then  it  is  useless  to  attempt  a  cure  of 
this  condition  except  by  an  operation  on  the  middle  ear  for  the 
removal  of  this  pathological  condition,  or  when  a  case  has  been 
systematically  and  persistently  treated  over  a  period  of  from  three 
to  four  weeks,  with  little  or  no  improvement,  then  a  most  careful 
examination  should  be  made  under  cocaine  anaesthesia  with  the 
probe,  and  usually  we  will  find  an  area  of  carious  bone  as  the 
cause  of  the  continuance  of  the  symptoms. 

When  caries  is  found  we  then  have  the  choice  of  its  removal 
through  the  canal  or  by  the  opening  of  the  mastoid  process  and 
doing  a  Swartz-Staacke  operation.  If  the  case  be  one  where 
there  is  no  evidence  of  a  mastoid  involvement,  either  past  or 
present,  then  it  is  much  better  to  remove  the  caries  through  the 
canal  and  not  subject  the  patient  to  the  unpleasantness  of  a  pro- 
longed convalescence  as  well  as  having  an  unsightly  scar  for  the 
rest  of  his  life.  The  caries  can  always  be  removed  through  the 
canal,  care  being  taken  not  to  injure  the  facial  nerve,  and  the 
canal  packed  with  plain  sterilized  gauze,  removed  each  day  for 
three  or  four  days,  and  replaced  ;  after  this  the  ear  will  need  to 
be  irrigated  only  once  or  twice  a  day  for  a  week  or  ten  days,  and 
in  two  weeks  from  the  time  of  the  operation  we  should  have  a 
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case  where  the  discharge  has  ceased  and  one  requiring  only  a  sh'ght 
amount  of  care  and  treatment  to  improve  its  functions.  Should 
there  be  any  evidence  of  mastoid  involvement  at  the  time  of 
operation,  then  by  no  means  should  we  operate  through  the  canal, 
but  by  the  posterior  method. 

Regarding  the  prognosis  for  hearing  in  these  cases,  we  should 
never  promise  them  that  the  hearing  will  be  improved,  but  that 
it  will  be  as  good  as  ever  before  the  operation  ;  but  clinical  expe- 
rience teaches  us  that  a  few  do  improve  markedly,  but  they  are 
usually  in  those  patients  under  twenty-five  years  of  age.  In  all 
cases  coming  under  our  observation  for  treatment  we  should  never 
lose  sight  of  the  fact  that  we  are  medical  practitioners  first  and 
specialists  second,  and  all  cases,  when  indications  demand  it,  should 
have  general  building  up  and  tonic  treatment  in  order  that  the 
local  condition  may  improve  the  more  rapidly,  as  it  must,  when 
they  receive  a  surplus  of  nutrition  through  the  medium  of  the 
general  system,  and  many  cases  we  see  to-day  as  chronic,  had  they 
the  building-up  process  when  first  attacked  by  the  local  disease 
would  never  have  been  prolonged  into  the  chronic  stage  at  which 
they  are  found. 


XXIX.  Indications  for  Operating  upon  the  Mastoid. 
By  WENDELL  C.  PHILLIPS,  M.D., 

NEW  YORK  CITY. 

In  selecting  the  proper  time  for  operative  interference  in  mas- 
toid complications  of  suppurative  middle-ear  disease  the  judgment 
of  the  operator  is  frequently  subjected  to  a  severe  test.  And 
while  opinions  may  vary  to  a  marked  degree,  from  operating  at 
the  very  commencement  of  the  mastoid  involvement  to  a  delay 
which  may  lead  to  extensive  complications,  there  certainly  must 
be  a  period  in  the  history  of  every  case  when  operation  should  no 
longer  be  delayed,  and  the  object  of  this  paper  is  to  endeavor  to 
outline  those  symptoms  which  may  be  looked  upon  as  pointing  to 
the  necessity  for  operative  interference.  With  opinions  and 
experiences  so  varied,  as  no  doubt  have  been  those  of  the  otologists 
present  at  this  meeting,  it  is  not  to  be  expected  that  the  conclu- 
sions of  anyone  will  meet  with  the  approval  of  all. 
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For  convenience,  the  topic  will  be  divided  into  chronic  mastoid 
and  acute  mastoid  su})puration.  A  discussion  of  the  indicrations 
for  operation  upon  the  mastoid  in  acute  cases  is  especially  fitting 
at  this  time,  when  partially  as  a  result  of  the  season  throui^h 
which  we  are  passing-,  but  more  so  as  a  result  of  the  prevalence 
of  the  grip,  all  practitioners  of  medicine  are  being  called  upon  to 
treat  numerous  cases  of  acute  suppuration  of  the  middle  ear.  In 
all  grip  cases  there  is  present  a  large  amount  of  infectious  material 
in  the  nose  and  nasopharynx.  The  characteristic  cocci  of  this 
infection  are  the  streptococci,  staphylococci,  and  pneumococci. 
The  accompanying  inflammation  and  tumefaction  of  all  the  intra- 
nasal tissue  so  obstruct  the  nasal  channels  that  ordinary  blowing 
of  the  nose  is  attended  with  more  or  less  danger,  for  some  of  the 
infection  may  enter  the  Eustachian  tube  and  become  the  exciting 
cause  of  acute  middle-ear  suppuration — a  suppuration  which  is 
peculiarly  violent,  virulent,  and  rapidly  destructive  to  all  tissue 
which  it  comes  in  contact  with.  So  true  is  this  that  it  has 
become  the  routine  practice  to  make  microscopical  examinations 
of  the  pus  in  all  acute  cases  of  middle-ear  suppuration,  and  if 
streptococci  and  staphylococci  are  present  we  know  the  tendency 
to  mastoid  involvement  to  be  much  greater  than  otherwise  would 
obtain.  Other  things  being  equal,  knowing  the  rapidly  destructive 
nature  of  the  pus  just  described,  with  its  tendency  to  migrate  into 
tissues  far  beyond  the  confines  of  the  middle  ear,  even  to  the  blood 
sinuses  and  brain  tissue,  the  knowledge  of  this  pus  characteristic 
would  lead  one  to  operate  much  earlier  than  if  the  pus  appeared 
upon  microscopical  examination  to  be  healthy  or  laudable.  Acute 
mastoid  disease  may  be  described  as  a  mastoid  involvement 
appearing  during  the  course  of  an  acute  suppuration  of  the  middle 
ear,  the  symptoms  of  which  may  be  described  somewhat  as  fol- 
lows, always  bearing  in  mind  that  upon  these  symptoms  must  be 
based  one's  final  judgment  as  to  operation.  Perhaps  the  most 
marked  symptom  of  mastoid  involvement  is  pain.  This  pain 
usually  comes  on  some  time  after  the  excruciating  pain  which 
precedes  suppuration  of  the  middle  ear  has  passed  away  and 
after  the  discharge  from  the  ruptured  or  incised  drum  has  been 
established.  This  pain  is  not  so  severe  as  in  the  middle  ear,  and 
is  located  behind.  With  it  the  patient  describes  a  feeling  of 
fulness,  heaviness,  and  pressure  over  the  entire  parietal  region. 
The  pain   may  or  may  not  be  constant,  and   may   or  may  not 


324 

depend  upon  free  or  diminished  discharge  from  the  external  canal, 
but  it  is  usually  present  at  least  to  a  slight  degree.  Another 
prominent  symptom  is  tenderness  upon  pressure.  This  tender- 
ness is  usually  marked  at  the  tip  of  the  mastoid,  but  is  more 
significant  when  it  is  present  higher  up  just  over  the  mastoid 
antrum,  and  more  recently  we  have  come  to  attach  more  impor- 
tance to  tenderness  in  this  region  than  to  the  same  condition  when 
present  lower  down  at  the  tip.  One's  mastoid  tip  may  be  tender 
on  pressure  when  no  disease  is  present.  Temperature  must  also 
be  considered,  but  it  must  not  be  relied  upon  as  pathognomonic  in 
any  degree  in  mastoid  involvement.  In  young  children  it  is 
usually  present,  and  rather  high.  In  adults,  even  with  extensive 
mastoid  involvement,  the  temperature  may  not  be  particularly 
disturbed. 

External  periostitis,  with  or  without  infiltration  of  the  soft 
tissues,  certainly  must  be  considered  as  a  symptom,  although,  as 
a  rule,  operative  interference  should  be  resorted  to  long  before 
these  symptoms  appear.  When  present  they  must  be  considered 
rather  as  a  complication  than  as  a  symptom  of  the  disease  itself. 
The  drum  membrane  must  not  be  overlooked  in  making  a  diag- 
nosis of  mastoid  involvement,  especially  that  portion  known  as 
Shrapnell's  membrane,  or  the  attic  region.  When  this  mem- 
brane, together  with  the  posterior  superior  portion  of  the  wall  of 
the  canal,  is  found  to  be  bulging  downward  and  forward  into  the 
canal,  giving  it  the  appearance  of  being  narrowed  from  above 
downward,  a  picture  is  given  which  constitutes  one  of  the  two 
most  prominent  symptoms  of  mastoid  suppuration.  The  other 
prominent  symptom  to  which  I  refer  is  tenderness  upon  pressure 
over  the  region  of  the  antrum.  To  define  the  relation  of  these 
two  symptoms  to  surgical  interference,  I  would  say  that  prolonged 
tenderness  upon  pressure  over  the  region  of  the  antrum,  together 
with  bulging  of  the  atticus  tympanicus  and  the  superior  posterior 
wall  of  the  canal,  constitutes  sufficient  reason  for  operative  pro- 
cedure, and  especially  so  when  the  pus  contains  streptococci  or 
staphylococci. 

Oompricatlons.  Suppuration  in  the  mastoid  bone  must  be 
considered  as  a  complication  of  suppuration  of  the  middle  ear,  but 
there  are  many  further  complications  which  may  and  often  do 
complicate  the  mastoid  suppuration.  The  symptoms  of  these 
complications  while  not  strictly  a  part  of  this  paper,  the  scope  of 
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which  is  C!;nfiiied  to  ihe  indications  for  operating,  a  few  may,  liow- 
ev^er,  be  briefly  mentioned.  I  refer  to  rigors,  vomiting,  vertigo, 
choked  disk,  aphasia,  paralysis  of  the  extremities,  high  tempera- 
tures, facial  paralysis,  dull  mentality,  uneven  pupils,  so-called 
typhoid  conditions,  etc.  All  of  these  symptoms  indicate  that  the 
suppurative  process  has  gone  far  beyond  the  mastoid  cells,  into 
either  the  lateral  sinus,  the  dura,  the  cerebrum,  or  the  cerebellum, 
and  when  these  symptoms  are  present  we  know  that  there  can  no 
longer  be  any  possible  doubt  as  to  the  necessity  for  operating.  It 
may  be  possible  to  have  a  uon-suppurative  involvement  of  the 
mastoid  cells,  but  such  a  condition  is  hardly  probable.  The  first 
stage  of  a  suppuration  may  be  a  catarrhal  congestion,  but  we  must 
be  led  to  conclude  that  when  inflammation  of  the  mastoid  cells  is 
present  that  involvement  is  suppurative  in  character.  This 
opinion  is  greatly  strengthened  by  the  fact  that  we  practically  find 
mastoid  involvement  only  in  the  presence  of  middle-ear  suppura- 
tion. Knowing  this  to  be  true,  the  moment  the  symptoms  of 
mastoid  suppuration  become  apparent  we  are  face  to  face  with  the 
necessity  for  a  decision  whether  or  no  we  shall  operate.  The 
very  early  symptoms  may  and  sometimes  are  relieved  by  measures 
other  than  external  operation.  Free  incision  of  the  drum  mem- 
brane, carried  well  through  the  attic  region  into  the  external  canal, 
allowing  the  escape  of  pus,  will  often  completely  relieve  all  indica- 
tions of  mastoid  involvement.  In  fact,  the  whole  theory  of  such 
relief  is  based  upon  the  importance  of  free  drainage,  so  that  even 
when  the  mastoid  antrum  itself  is  involved  the  necessity  for 
further  involvement  of  the  mastoid  cells  is  taken  away  by  estab- 
lishing such  drainage.  This,  together  with  local  blood-letting 
by  means  of  real  or  artificial  leeches,  together  with  the  ice-coil  or 
hot  poultices,  should  be  abortive  in  a  small  percentage  of  cases. 
During  the  early  stages  of  middle-ear  suppuration,  and  even  after 
mastoid  symptoms  appear,  irrigation  with  hot  sterile  w^ater  is 
commendable  treatment.  The  great  tendency  is  to  make  use  of 
these  for  too  long  a  time.  I  refer  especially  to  the  ice-coil  and  to 
the  hot  poultice.  In  my  judgment  the  ice-coil  should  not  be  used 
longer  than  twenty-four  or  thirty-six  hours,  after  which  time  it 
may  become  a  dangerous  application  on  account  of  its  proneness 
to  mask  the  symptoms.  Prolonged  use  of  poultices  may  be 
almost  as  bad.  In  my  judgment  the  greatest  results  in  the  way 
of  prevention  are   to   be    obtained  from  free    drainage  of    pus 
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through  the  drum,  although  the  other  methods  should  be  given 
a  fair  trial,  providing  they  are  used  early  in  the  history  of  the 
case.  External  operation  should  be  performed  in  acute  suppura- 
tive inflammation  of  the  mastoid  cells  when  a  permanent  remission 
of  symptoms  has  not  been  brought  about  by  free  drainage  through 
the  drum  membrane,  or  by  the  application  of  ice-coils  or  poul- 
tices, or  from  local  bloodletting,  and  when  this  time  has  arrived 
there  should  be  absolutely  no  delay  in  operating.  The  sooner  it 
is  done  the  better  it  will  be  for  the  patient.  The  majority  of  the 
hospital  cases  and  many  of  the  private  cases  have  already  reached 
this  stage  before  we  see  them,  and  it  is  a  mistake  to  attempt  to 
abort  under  such  circumstances.  It  is  at  this  very  point  that 
many  otologists  waver,  and  by  still  further  delay  complications 
arise  which  may  make  the  operation  much  more  extensive  and 
jeopardize  the  patient^  s  life.  Just  when  the  exact  time  arrives 
may  not  be  measured  by  days  or  hours.  The  date  must  be  deter- 
mined by  the  good  judgment  of  those  who  have  the  patient  in 
charge.  In  my  experience,  especially  in  grip  cases,  the  destruc- 
tive process  is  so  rapid  that  one  frequently  has  to  operate  soon 
after  the  onslaught  of  the  disease.  A  recent  experience  may 
serve  to  indicate  what  is  meant  by  the  above  statement. 

Case  I. — X.,  child  eight  years  old,  had  an  attack  of  grippe,  com- 
mencing January  10,  1901.  January  12th  pain  in  the  ear  began,  fol- 
lowed by  suppuration.  On  the  14th  pain  was  relieved  until  the  16th, 
when  severe  mastoid  symptoms  manifested  themselves.  By  the  19th 
the  mastoid  had  become  very  tender,  and  on  the  20th,  when  I  first 
saw  him,  the  symptoms  were  so  severe  that  the  question  of  palliation 
was  not  to  be  considered.  Operation  on  the  20th  revealed  pus  not 
only  in  the  antrum  but  in  the  cells,  at  the  very  tip  of  the  mastoid,  so 
that  three  days  after  the  first  mastoid  symptom  the  proper  date  for 
operating  had  come.  In  fact,  it  would  have  been  better  in  this  case 
could  the  operation  be  performed  a  day  later. 

Case  II. — W.  W.  W.,  male,  thirty-two  years  of  age,  had  an  attack 
of  grippe,  dating  from  April  1,  1901.  Daring  the  night  of  April  4th 
he  had  a  severe  attack  of  middle-ear  pain.  April  5th  I  first  saw  him 
and  found  the  drum  membrane  bulging  both  in  the  attic  and  posterior 
quadrant.  A  free  incision  was  made,  which  was  followed  by  pus  and 
free  hemorrhage.  On  April  6th  mastoid  tenderness  developed.  On 
the  7th  he  was  admitted  to  the  Manhattan  Eye  and  Ear  Hospital, 
where  the  hot  douches  were  continued.  He  remained  in  bed  during 
the  entire  illness.     On  the  9th,  at  noon,  the  mastoid  was  opened  and 
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excessive  mastoid  involvement  was  found,  the  bone  being  softened  and 
necrotic  over  a  wide  area,  and  the  lateral  sinus  was  fulh'  exposed  dur- 
ing the  operation.  The  pus  in  this  case  was  found  to  be  loaded  with 
streptococci,  staphylococci,  and  pneumococci. 

These  two  cases  illustrate  tho  rapidity  with  which  the  mastoid 
may  become  involved  in  certain  cases. 

If  a  microscopical  examination  of  the  pus  from  the  middle  ear 
in  a  case  presenting  symptoms  of  mastoid  involvement  reveals  the 
presence  of  streptococci,  staphylococci,  and  pneumococci,  it  is  my 
belief  that  no  amount  of  palliative  treatment  will  have  any  effect 
upon  the  final  result,  and  we  usually  find  this  condition  in  grip 
cases,  so  that  it  would  seem  wise,  especially  in  this  class  of  cases, 
not  to  delay  operative  interference.  I  do  not  mean  to  be  under- 
stood as  advocating  operation  during  the  first  few  hours  of  mas- 
toid involvement  in  the  cases  referred  to  above,  because  during: 
that  time  palliative  measures  should  be  resorted  to,  but  after  it 
is  definitely  determined  that  there  is  pus  in  the  mastoid  cells, 
knowing  the  destructive  character  of  the  pus,  there  should  be  no> 
further  delay,  and  the  external  operation  should  be  resorted  to. 
This  is  especially  true  if  streptococci  predominate.  It  is  agreed 
by  many  operators  that  even  if  pus  be  not  found  no  harm  has 
come  to  the  patient  from  operation,  as  a  patient  alw^ays  recovers; 
but  to  me  this  argument  does  not  appeal.  It  is  unfair  to  subject 
a  patient  to  any  operation  simply  because  it  will  do  him  no  harm. 
In  mastoid  operations  it  is  necessary  that  we  positively  determine 
mastoid  involvement,  after  which  there  should  be  no  hesitancy 
as  to  the  necessity  of  operative  interference.  It  is  possible  that 
to  delay  operative  interference  may  not  result  in  great  danger  ta 
the  patient,  and  occasionally  an  apparent  temporary  recession  may 
be  obtained,  but  even  under  these  circumstances  the  whole  trouble 
may  light  up  anew  at  any  time,  making  operative  interference 
necessary.  Delay  of  this  kind  must  be  attended  with  more  or 
less  danger  of  still  further  complications,  many  of  wiiich  are 
attended  -with  serious  menace  to  life. 

Chronic  Suppuration.  Long  delayed  suppuration  of  the- 
middle  ear,  attended  with  involvement  of  the  attic  and  possibly 
the  antrum  and  the  mastoid  cells,  may  lead  to  the  necessity  for 
external  operation  in  order  to  overcome  the  suppurative  process.. 
This  is  especially  true  in  cases  of  chronic  otorrhoea,  the  discharge- 
of  which  is  offensive,  and  wdth  the  presence  of  cholesteatomatous 
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masses  and  carious  bone.  Only  by  external  operation  in  many 
instances  are  we  able  to  indalge  in  any  hope  of  permanent  relief. 
That  a  chronic  otorrhoea  is  attended  with  more  or  less  danger  to  life 
will  not  be  denied.  Such  danger  may  not  be  great,  and  fatal 
cases  may  not  be  frequent,  but  the  danger  still  exists.  It  is  well- 
known  to  most  of  you  that  life  insurance  companies  at  the  present 
time  refuse  absolutely  to  accept  as  risks  any  persons  who  suffer 
from  chronic  discharge  of  the  middle  ear.  An  attempt  should 
certainly  be  made  to  cure  permanently  all  cases  of  chronic 
otorrhoea.  Local  measures,  removal  of  the  necrosed  ossicles, 
and  of  other  known  methods  should  be  made  use  of  before  resort- 
ing to  external  operation. 


XXX.  Relation  Between  Certain  Diseases  of  the  Skin 
AND  the  Menstrual  Function. 

By  L.  DUNCAN  BULKLEY,  M.D., 

NEW  YORK   CITY. 

That  the  menstrual  function  has  important  relations  to  the  life 
and  health  of  women  there  is  no  doubt;  that  it  has  many  relations 
to  functional  disturbance  or  disease  of  many  organs  is  also  well 
attested  by  clinical  experience.  While  the  menstrual  flow  is  a 
wholly  natural  physiological  function,  performed  by  countless 
numbers  with  a  perfect  regularity,  without  pain  or  inconvenience, 
and  almost  unconsciously,  in  many  there  are  irregularities  and 
distress  with  each  recurrence,  which  can  hardly  be  appreciated  by 
those  who  have  not  suffered  therefrom. 

It  would  be  quite  out  of  place  to  attempt  to  enter  here  at  all 
fully  into  the  nature  or  cause  of  the  menstrual  flow,  about  which 
authorities  are  still  divided.  We  may,  however,  accept  the  view 
which  has  been  fairly  proven  by  Jacobi,  Stephenson,  and  EeinP 
that  '  ^  a  woman  in  her  full  sexual  vigor  seems  to  pass  through  a 
series  of  cyclical  changes,  of  each  of  which  the  menstrual  period 
is  the  climax.'^  Jacobi^  has  shown  that  the  urea  excreted  is  gen- 
erally increased  before  the  appearance  of  the  menses  and  falls 
during  and  after  ;  that  the  temperature  is  raised  about  1°;  that 

1  Hart  and  Barton.    Gynecology,  New  York,  1895,  p.  83. 

2  Mary  Putnam  Jacobi.    Rest  During  Menstruation,  New  York,  1886,  p.  143. 
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the  pulse  is  accelerated,  and  that  the  sphygmograpb  shows  increased 
arterial  tension  during  the  seven  or  nine  days  preceding  men- 
struation, and  reaches  a  minimum  point  from  one  to  four  days 
after  its  cessation. 

All  this  corresponds  with  what  is  observed  clinically,  hut  the 
changes  in  physical  feeling  and  physiological  conditions  cannot 
be  explained  simply  by  the  relatively  small  loss  of  blo(.d,  vary- 
ing from  two  to  eight  ounces,  perhaps  four  to  six  on  the  average. 
It  has  rather  to  do  with  inherent  cyclical  changes  in  the  female 
organism,  having  to  do  with  reproduction.  Keiffer^  believes  that 
the  v^arious  troubles  recorded  in  various  organs  in  connection 
with  menstruation  are  traceable  to  an  auto-intoxication  of  genital 
origin,  as  so  many  of  them  pass  away  when  a  more  complete 
sexual  life,  as  in  marriage,  comes  to  develop,  regulate,  and  com- 
plete its  functional  activity.  Many  of  them  undoubtedly  have  to 
do  with  reflex  nervous  conditions. 

Whatever  may  be  the  cause  or  the  condition  of  the  system  dur- 
ing the  menstrual  period,  it  is  certain  that  even  without  recog- 
nizable pathological  changes  in  the  sexual  apparatus  there  are 
many  and  often  serious  symptoms  relating  to  various  portions  of 
the  economy  which  develop  in  connection  with  each  recurring 
menstrual  epoch.  Many  of  these  are  well-known  to  all,  and  are 
matters  of  everyday  observation.  Most  of  them  exhil)it  very 
marked  neurotic  elements,  which  is  not  to  be  wondered  at  in 
consideration  of  the  enormous  nervous  supply  of  the  sexual  appa- 
ratus and  its  intimate  relations  with  the  sympathetic  ganglia. 

As  is  well-known,  there  are  two  periods  at  wliich  functional 
disturbances  are  most  prone  to  occur  in  connection  with  men- 
struation— the  period  of  development,  or  puberty,  and  the  period 
of  cessation,  or  the  menopause.  But  while,  perhaps,  some  dis- 
orders are  more  common  at  these  times,  it  is  a  mistake  to  sup- 
pose that  the  periods  of  monthly  menstruation  between  are 
without  effect,  at  least  as  far  as  concerns  the  skin  ;  for  daily 
experience  demonstrates  that  with  each  recurrent  monthly  period 
there  may  be  and  very  frequently  is  a  very  perceptible  and  often 
considerable  influence  exerted  on  many  skin  lesions.  I  have 
observed  it  in  hundreds  of  instances,  both  in  those  with  and  those 
without  uterine  or  ovarian  disease. 

1  Keifter.    L'obstetrique,  Paris,  July  15,  1897. 
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There  is  abaudaiit  reason  why  the  skin  should  become  deranged 
at  the  period  of  puberty  when  we  remember  the  changes  which 
take  place  in  it  and  other  portions  of  the  body  at  this  period. 
The  rounding  out  of  the  form,  with  increase  of  the  adipose  tissue, 
the  growth  of  hairs  on  certain  parts,  and  the  readiness  to  flush  or 
blush,  and  also  to  perspire,  all  indicate  activity  in  the  skin  which 
favors  pathological  change.  But  there  are  not  the  same  reasons 
pertaining  to  the  menopause,  and  we  must  believe  that  the  cuta- 
neous phenomena  observed  at  both  these  periods,  as  well  as 
between,  depend  rather  upon  the  cyclical  change,  involving  also 
nerve  disturbance  belonging  to  the  menstrual  function. 

The  subject  under  consideration  is  a  very  large  one,  and  time 
does  not  permit  of  developing  it  fully,  nor  of  presenting  all  the 
evidence  found  abundantly  scattered  through  literature.  At 
present  we  will  be  content  largely  with  mentioning  personal 
experience  in  this  direction. 

In  a  hook  of  special  record,  which  I  have  kept  for  seven  years, 
I  find  memoranda  relating  to  forty-two  patients  in  whom  striking 
facts  in  regard  to  a  connection  between  the  menstrual  function 
and  vari(;us  skin  affections  appear  to  be  especially  worthy  of 
record.  These  forty-two  patients  suffered  from  twelve  different 
diseases  of  the  skin.  Undoubtedly  the  number  of  patients  could 
have  been  multiplied  many  times,  but  in  the  pressure  of  office 
practice  it  is  difficult  to  remember  always  to  record  scientific  data. 

Acne.  The  most  commonly  observed  relation  with  the  men- 
strual function  is  found  in  acne  in  almost  all  its  forms.  This  is 
so  frequently  seen  that  I  have  long  since  ceased  to  make  a  par- 
ticular note  of  the  matter  in  the  special  record  just  referred  to. 
In  an  analysis  which  I  made  some  years  ago  of  some  510  cases 
of  acne  in  females,  in  no  less  than  145,  or  nearly  one-third  of 
the  cases,  it  was  recorded  that  the  eruption  was  worse  at  or  near 
the  monthly  period.  In  79  cases  it  was  aggravated  during  each 
menstrual  epoch,  and  in  5  of  these  the  eruption  appeared  only  at 
this  time.  In  52  cases  it  generally  became  worse  before  the 
appearance  of  the  menses,  and  in  14  cases  it  was  worse  after  the 
occurrence  of  the  monthly  flow.  In  some  of  these  cases  there 
was  no  marked  uterine  derangement,  but  very  many  exhibited 
various  disturbances  in  the  menstrual  function,  amenorrhoea, 
menorrhagia,  and  dysmenorrhcea  in  various  degrees  being  con- 
stantly recorded  ;  displacements,  ulceration  of  the  os,  endometritis 
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and  pelvic  cellulitis  were  occasionally  reported  ;  ovarian  conges- 
tion and  neuralgia  were  frequently  recognized,  and  leueorrhoea 
was  noted  as  a  common  event,  together  with  the  many  aches  and 
pains  and  distressing  conditions  recognized  as  associated  with  and 
dependent  upon  deranged  menstruation.  Out  of  506  cases  304, 
or  over  60  per  cent.,  had  greater  or  less  menstrual  disturbance. 
In  many  instances  it  was  recorded  that  when  the  acne  was  found 
to  be  worse,  or  to  have  recurred,  menstrual  disturbance  had  also 
returned.  In  discussing  a  paper  on  acne  by  the  present  writer 
before  the  New  York  Academy  of  Medicine  in  1872,  the  late  Dr. 
Peaslee  remarked  that  when  he  observed  acne  on  the  chin  of 
females  he  almost  always  found  some  menstrual  difficulty.  This 
observation  has  been  verified  by  the  present  writer  in  scores  of 
cases  since  that  time. 

Eczema  is  also  very  frequently  seen  to  be  affected  in  a  very 
decided  manner  by  the  occurrence  of  the  menstrual  flow.  In- 
stances of  this  are  so  frecpient  that  I  have  not  kept  special  separate 
record  of  them,  except  in  certain  striking  cases.  I  find,  however, 
that  in  twenty-five  patients  the  facts  were  so  marked  that  par- 
ticular note  was  recorded  of  them.  Their  ages  varied  from  twelve 
to  fifty-two  years.  The  largest  number  —six — were  observed 
between  the  ages  of  forty  and  forty-five. 

In  a  number  of  instances  the  connection  between  the  menstrual 
period  and  the  eruption  was  very  decided,  and  in  a  very  consid- 
erable number  of  cases  recurrences  of  the  eruption  at  this  time 
were  personally  observed,  occasionally  several  times  in  the  same 
individual.  In  almost  every  one  of  the  twenty-five  it  was  noted 
that  the  eruption  improved  spontaneously  immediately  after  the 
cessation  of  the  menstrual  flow  ;  in  some  instances  it  was  recorded 
that  an  eruption  which  had  lasted  off  and  on  for  years  was  always 
observed  to  either  reappear  or  to  be  aggravated  at  each  menstrual 
epoch. 

The  location  of  the  eczema  varied  greatly,  almost  all  parts  of 
the  body  being  affected  in  different  cases  ;  but  in  nine  patients, 
or  over  one-third,  the  hands  were  affected. 

An  interesting  confirmation  of  the  relation  of  the  menstrual  func- 
tion to  eczema  is  found  in  analyzing  a  large  number  of  cases  of  this 
eruption.  In  a  recent  study  of  8000  cases  of  eczema  from  private 
and  public  praciice  I  found  tliat  between  fifteen  and  twenty  years 
of  age  the  number  of  females  was  more  than  double  that  of  males; 
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whereas,  very  early  in  life  the  males  were  very  largely  in  excess, 
as  they  were  also  later  in  life — that  is,  during  the  period  of  estab- 
lishment of  the  menses  eczema  is  more  than  twice  as  frequent  in 
boys  than  in  girls — 300  cases  to  144. 

Pruritus  wds  also  often  noted  to  be  aggravated  greatly  at  the 
menstrual  period.  In  sev^eral  cases  it  was  recorded  that  this  had 
been  a  striking  feature,  and  was  also  personally  observed.  Some 
cases  suffered  comparatively  little  except  just  before  or  during 
this  time. 

Psoriasis  also  was  recorded  as  markedly  influenced  by  the 
occurrence  of  the  monthly  flow.  The  eruption  became  more  red 
and  irritated  during  this  period. 

Even  so  local  a  disease  as  lupus  erythematosus  was  observed  in 
a  number  of  cases  to  be  affected  greatly  by  the  monthly  period. 
In  one  lady,  aged  thirty-eight  years,  the  eruption,  which  had 
lasted  fourteen  years,  was  noted  time  and  again  to  have  accessions 
to  or  aggravation  of  its  lesions  present  during  the  week  before  the 
menses  were  due.  The  menstrual  flow  varied  greatly,  and  at 
times  was  very  scanty.  In  another  lady,  aged  forty-three  years, 
with  very  painful  menstruation,  whom  I  saw  irregularly  over 
a  number  of  years,  the  eruption  of  lupus  erythematosus  was 
observed  time  and  again  to  be  immensely  aggravated  before  and 
during  the  menstrual  flow.  Also  in  a  very  distressing  case  of 
very  extensive  epithelioma,  in  a  lady,  aged  thirty-one  years,  the 
sore  was  continuously  noticed  to  be  especially  inflamed  and  irri- 
tated about  the  time  of  the  menstrual  epoch. 

In  two  striking  cases  of  dermatitis  herpetiformis,  aged  twenty- 
seven  and  twenty-nine  years,  the  eruption  was  recorded  to  be 
decidedly  worse  with  the  menses.  In  one  of  them,  aged  tweuty- 
seven  years,  the  eruption,  which  had  lasted  eight  or  ten  years 
before  coming  under  treatment,  was  observed  to  be  very  much 
worse  or  even  to  reappear  anew  at  this  time  ;  but  as  the  case 
improved  under  treatment  it  was  recorded  that  there  was  much 
less  of  this  influence  apparent. 

Chloasma,  which  is  recognized  as  having  uterine  relations,  was 
seen  repeatedly  to  be  greatly  influenced  by  the  menstrual  func- 
tion. In  one  case,  that  of  a  married  lady,  aged  thirty-one  years, 
it  was  recorded  that  the  eruption  was  very  much  Avorse  from  two 
or  three  days  before  each  monthly  flow,  until  the  fifth  day,  when 
it  became  decidedly  lighter.     There  was  no  menstrual  derange- 
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raeiit,  the  courses  coming  regularly.,  without  pain,  and  lasted  five 
days  ;  but  there  was  some  leucorrhoea. 

There  were  a  number  of  other  skin  lesions  in  which  the  men- 
strual influence  was  recorded,  and  Danlos/  Deligny,^  and  others 
mention  many  more,  so  that  these  menstrual  relations  have  been 
noted  in  connection  with  a  large  share  of  the  more  comm.in  dis- 
eases of  the  skin.  Want  of  space  prevents  our  dev^eloping  the 
subject  fully  now,  but  enough  has  been  said  to  show  that  the 
menstrual  function  can  and  does  often  exert  a  very  decided 
influence  on  the  skin  and  its  diseases.  Many  instances  are  on 
record  where  eruptions  have  appeared  only  at  this  time  and  dis- 
appeared with  its  cessation.  The  most  familiar  and  often  striking 
illustration  of  this  is  in  herpes,  which  will  often  recur  about  the 
mouth  or  vulva  with  each  monthly  flow  ;  urticaria  also  will  fre- 
quently be  annoying  just  before  and  during  the  menses,  nnd 
absent  darino^  the  rest  of  the  month. 

As  may  be  inferred  from  the  title  of  this  paper  and  from  what 
has  preceded,  our  observation  and  study  have  not  been  in  regard  to 
any  relations  between  disease  of  the  sexual  organs  and  lesions  on 
the  skin,  but  rather  to  relations  which  the  function  of  menstruation 
may  have  to  disease  of  this  organ — a  function  which  may  be  well 
or  illy  performed,  but  which  for  thirty  years  of  the  female  life 
has  a  great  bearing  upon  her  health  and  happiness.  It  is  to  be 
remembered  that  in  the  unimpregnated  female  this  function 
occupies  about  two  months  out  of  each  year,  or  two  and  a  half 
years  altogether. 

As  we  have  seen,  this  function  is  but  the  culmination  of  a 
cyclical  change  which  takes  place  in  her  economy,  some  change 
going  on  in  the  system  for  about  a  week  preceding,  and  lasting 
till  after  its  completion — a  period  of  about  ten  days,  or  one-third 
of  the  whole  time. 

We  have  also  seen,  and  there  is  abundant  evidence  in  literature 
to  show,  that  the  changes  in  the  skin  do  not  by  any  means  depend 
upon  any  gross  pathological  alteration  or  disease  in  the  sexual 
apparatus,  but  occur  often  in  those  whose  menstrual  function  is 
performed  in  a  fairly  normal  manner.  My  study  and  observation 
lead  me  to  believe  that  they  occur  because  of  the  perturbed  con- 
dition of  the  system,  nutritive,  vascular,  and  nervous,  w^hich  takes 

1  Danlos.    Etude  sur  la  Menstruation  et  Mai.  Cutan.,  Paris,  1874. 

2  Deligny.    Le  Coucours  MC'dicale,  April  14,  1888. 
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place  with  each  recurrent  menstrual  epoch.  These  may  easily  be 
disturbed  and  thrown  out  of  the  normal  course  by  errors  in  diet, 
hygiene,  or  accident,  and  thus,  operating  largely  through  the 
nervous  system,  occasion  changes  in  the  skin,  as  well  as  functional 
and  organic  disease  in  other  organs.  All  are  quite  familiar  with 
the  flushes  and  perspirations  which  occur  readily  at  this  time,  and 
also  with  the  many  disturbances  which  follow  derangement  of  the 
menstruation  by  a  chill,  wetting  the  feet,  violent  exercise,  etc. 

It  is  oat  of  place  to  consider  here  at  large  the  question  of  rest, 
physical  and  mental,  during  menstruation,  which  has  been  so  ably 
studied  by  Dr.  Putnam  Jacobi,  or  to  dwell  upon  the  general  care 
and  treatment  of  the  female  during  this  period  ;  but  a  few  words 
may  be  added,  in  conclusion,  as  to  matters  which  pertain  to  the 
direct  relations  of  the  menstrual  function  to  certain  diseases  of 
the  skin. 

When  actual  disease,  whether  it  be  displacement,  inflammation, 
or  morbid  growths  of  sexual  organs,  exist,  they  are,  of  course,  to 
be  recognized  and  properly  treated  ;  but  in  a  large  share  of  the 
cases,  at  least  of  those  which  have  come  under  my  observation, 
the  disorders  of  menstruation  which  have  seemed  to  have  some 
influence  in  causing  or  aggravating  the  skin  lesions  are  mainly 
those  of  the  functional  class,  and  the  amenorrhoea,  dysmenorrhoea, 
metrorrhagia,  and  leucorrhoea,  have  been  largely  symptoms  of  an 
anaemia  or  abdominal  congestion,  often  dependent  again  upon 
disorders  of   the  digestive  and  urinary  organs. 

In  many  of  these  cases  under  a  careful  and  intelligent  treat- 
ment of  the  general  condition  and  of  the  eruption,  by  dietetic, 
hygienic,  and  medicinal  means,  both  the  skin  disorder  and  the 
associated  menstrual  derangement  have  ceased.  In  other  words, 
although  the  influence  of  the  menstrual  function  may  sometimes 
seem  very  striking  and  important,  it  is  not  wise  to  pay  too  much 
attention  to  it  alone,  although  bearing  it  constantly  in  mind  in 
the  therapeusis  directed  for  tlie  skin  difliculty. 

This,  again,  emphasizes  the  point  that  disease  of  the  skin  must 
not  be  treated  empirically,  nor  by  local  applications  alone,  but  on 
the  broadest  medical  principles.  It  is  also  useless  in  these  cases, 
where  menstrual  disorders  seem  to  have  an  influence  in  skin  dis- 
ease, to  attempt  to  treat  the  former  by  local  means  alone,  with 
any  expectation  that  by  this  means  the  skin  difficulty  can  be 
reached,  for  in  dozens  of  instances  I  have  seen  this  to  fail  lament- 
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:ably  in  those  who  have  subsequently  come  under  my  care.  But 
if  intelligent  treatment  be  adapted  to  the  requirements  of  each 
case,  after  careful  study,  it  will  be  found  that  although  the  men- 
strual function  seems  at  times  to  have  very  great  influence  upon 
certain  diseases  of  the  skin,  it  is  in  reality  no  bar  to  the  successful 
treatment  of  the  latter. 

DISCUSSION. 

Dr.  a.  Jacobi:  I  have  seen  a  fair  number  of  cases  of  vicarious 
menstruations.  I  am  positive  that  I  have  seen  vicarious  menstruation 
from  open  ulcerations — varicose  ulcerations  in  persons  suffering  from 
amenorrhoea.  These  discharges  occurred  periodically.  In  one  case 
the  ulceration  would  not  heal  because  there  were  amenorrhcea  and  a 
monthly  discharge  of  blood.  I  have  seen  epistaxis  quite  a  number  of 
times  in  cases  of  amenorrhoea,  occurring  at  regular  intervals.  In  one 
case  I  saw  a  hemorrhage  from  the  ear  at  intervals  of  a  month  for  up- 
ward of  five  months.  I  mention  these  cases  to  call  the  attention  of 
the  profession  to  this  subject. 

Dr.  H.  J.  BoLDT,  of  Nev;  York  :  I  would  like  Dr.  Bulkley  to  state 
the  cause  of  vicarious  menstruation.  It  is  an  established  fact  that 
vicarious  menstruation  does  occur,  many  beside  Dr.  Jacobi  having 
seen  such  periodical  disturbances. 

Dr.  Bulkley:  The  causes  of  vicarious  menstruation,  so  far  as  I 
know,  have  never  been  determined.  The  more  I  have  seen  of  cases 
since  my  attention  has  been  directed  to  it,  the  more  I  have  been  im- 
pressed with  the  fact  that  there  is  a  psychical  change  taking  place  in 
women  during  the  ten  days  of  each  month  in  which  changes  are  oc- 
curring in  the  blood.  They  culminate  in  fatty  degeneration  of  the 
arteries  of  the  uterus,  and  I  presume  the  same  change  takes  place  in 
the  arteries  of  any  exposed  part — in  the  nose  or  on  ulcerated  surfaces. 
I  have  observed  periodical  epistaxis  repeatedly  in  cases  of  amenorrhoea. 
I  have  certainly  seen  ulcers  of  the  leg  affected  at  the  menstrual 
epoch,  but  cannot  at  this  moment  give  any  figures  on  this  subject. 
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XXXI.  The  Treatment  of  Puerperal  Fever. 
By  H.  J.  BOLDT,  M.D., 

NEW  YOEK  CITY. 

Under  the  term  puerperal  fever  we  should  class  only  those 
fevers  which  are  caused  by  the  entrance  into  the  system  of  the 
puerperal  woman  of  pathogenic  micro-organisms,  or  toxins,  from 
some  part  of  the  genital  tract.  I  would  also  include  fevers 
caused  by  similar  infection  following  abortion. 

The  main  varieties  of  puerperal  fever  are:  Acute  bactersemia, 
chronic  bactertemia,  saprasmia,  and  septic  infection  (local  septic 
infection).     From  the  latter,  however,  subdivisions  may  be  made. 

That  the  meaning  of  the  terms  used  by  me  may  be  generally 
understood,  I  will  give  their  defiuitions.  The  reasons  for  their 
introduction,  instead  of  clinging  to  the  old  terms  septicaBmia  and 
pyaemia,  and  the  term  septic  infection  in  its  broad  sense,  may  be 
found  in  an  article  entitled  ^^  Septicaemia  and  Pyaemia,  and  the 
Indications  for  Abdominal  Section  and  DrainaQ:e  and  the  Indica- 
tions  for  Hysterectomy  in  Puerperal  Infection.'^  ^ 

Acute  bactersemia  is  a  blood  disease  caused  by  parasitic  micro- 
organisms invading  the  circulatory  system  from  some  primary  seat 
of  infection,  the  infection-producing  elements  multiplying  so 
rapidly  in  the  blood  that  the  patient  usually  succumbs  within 
five  days  after  the  beginning  of  the  disease.  Generally  the  para- 
sitic germs  are  streptococci  pyogenes  ;  other  ])athogenic  germs 
may,  however,  also  be  present. 

Chronic  bactersemia  is  likewise  caused  by  the  invasion  of  the 
system  by  streptococci  pyogenes  alone  or  in  conjunction  with  other 
pathogenic  germs,  but  they  disseminate  from  an  infected  thrombus. 
They  are  not  diffused  into  the  system  in  one  large  quantity,  neither 
are  they  possessed  with  the  same  foudroyant  virulence  from  a 
clinical  viewpoint.  The  production  of  the  abscesses  found  in 
this  condition,  upon  which  the  pathological  difference  between 
acute  and  chronic  bactersemia  depends,  is  due  to  the  parasitic 
organisms  finding  a  resting-place  outside  of  the  blood  circulation, 
and  there  giving  rise  to  abscess  formation. 

New  York  Medical  Journal,  January  26, 1901. 
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All  these  infection  diseases  being  due  to  ^'  septic  infection  '^  in 
a  broad  sense,  I  would  limit  the  application  of  this  term  to  those 
cases  in  which  the  infection  is  local.  A  local  infection  may  be 
accompanied  by  severe  constitutional  symptoms. 

Saprjeraia  is  caused  by  the  al)sorption  of  decomposition  products 
in  the  genital  tract:  toxins,  saprophytes,  as,  for  example,  pla- 
centa, decidua,  blood,  or  lochia.  This  disease  may  develop  into 
one  of  those  previously  spoken  of. 

In  many  instances  it  is  impossible  to  classify  the  individual 
case  into  any  one  of  these  varieties  until  the  patient  has  been 
under  observation  for  a  longer  or  shorter  time.  The  only  term 
which,  in  a  clinical  sense,  will  cover  all  varieties  is  ^'  septic 
infection. '^  Having  but  one  term  for  these  various  forms  is 
unfortunate  from  a  scientific  viewpoint,  in  that  this  term,  as  here- 
tofore employed,  does  not  convey  a  clear  understanding  of  the 
individual  case  ;  it  is,  therefore,  inadequate.  For  clinical  pur- 
poses at  the  bedside,  however,  I  know  of  no  substitute  which 
serves  better.  Because  of  the  indefiniteness  of  the  term  ''  septic 
infection,''  it  should  never  be  used  in  medical  writings  without 
such  details  as  will  convey  the  exact  condition  of  the  patient. 

Acute  bactergemia,  as  I  conceive  that  illness,  is  the  most  serious. 
According  to  reliable  authors  the  mortality  is  97  to  98  per  cent. 
I  myself  do  not  remember  having  seen  a  single  instance  of  recov- 
ery. In  chronic  bacteraemia  the  chances  for  recovery  are  some- 
what better.  The  prognosis  in  saprtemia  depends  upon  our  ability 
completely  to  remove  the  putrefactive  factors  soon  after  the 
occurrence  of  fever,  before  other  infection  may  have  taken  place. 

In  the  treatment,  prophylaxis  is  the  most  important.  It  is, 
therefore,  imperative  to  observe  the  rules  of  antisepsis  in  obstetrics. 
A  physician  w^ho  is  busy  with  a  large  general  practice,  in  which 
contagious  or  infectious  diseases  are  likely  to  occur  at  any  time, 
must  be  especially  careful.  It  is  better  that  he  does  not  attend 
confinements  at  all,  because  the  time  at  his  disposal  is  insufficient 
for  him  to  observe  that  care  of  his  person  in  bathing  and  the 
change  of  clothing  which  are  required  with  our  present  knowledge 
to  avoid  conveying  infection  to  the  puerperal  woman.  The 
greatest,  in  fact  absolutely  unpardonable,  error  that  can  be  com- 
mitted by  a  physician  is,  if  he  is  in  attendance  on  a  w^oman  with 
puerperal  fever,  to  attend  another  confinement,  or  to  proceed  with 
surgical  intervention  in  abortion  cases. 
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The  first  rule  in  the  treatment  of  puerperal  fever  is  to  keep  the 
patients  at  perfect  rest ;  they  must  be  restrained  from  undergoing 
even  the  slightest  physical  exertion.  Next,  attention  must  be 
directed  to  the  seat  of  primary  entrance  of  the  fever-producing 
agents.  To  illustrate:  A  laceration  of  the  perineum  resulted 
during  delivery,  and  was  repaired  by  the  attendant.  Two  or 
more  days  subsequently  the  patient  develops  fever.  Inspection 
of  the  wound  shows  that  the  margins  are  reddened  and  slightly 
oedematous.  Examination  of  the  abdomen  shows  the  absence  of 
peritoneal  irritation.  Nor  is  a  cause  for  the  elevation  of  tempera- 
ture to  be  found  on  examination  of  the  rest  of  the  body.  With 
such  a  patient  the  sutures  should  be  removed;  and  if  this  is  done- 
it  will  be  found  that  no  attempt  at  union  has  taken  place.  The 
surface  is  probably  covered  with  purulent  secretion.  If  the  infec- 
tion has  not  gone  much  beyond  the  seat  of  entrance  the  tempera- 
ture will  be  reduced  in  twenty-four  or  forty-eight  hours,  and  the 
patient  will  have  a  practically  normal  convalescence  if  proper 
treatment  is  instituted. 

If  the  seat  of  infection  be  about  the  vulva  or  in  the  vagina,  or 
both,  which  can  be  ascertained  by  inspection,  the  treatment 
should  likewise  be  directed  to  cleanliness.  The  parts  should  be 
wiped  with  absorbent  cotton  steeped  in  some  antiseptic  solution 
(I  prefer  a  5  per  cent,  solveol  or  an  antinosin  solution)  dried  and 
dusted  with  one  of  the  so-called  antiseptic  powders,  as  xeroform, 
nosophen,  aristol,  acetanilid,  etc.  I  have  not  noticed  any  differ- 
ence in  the  therapeutic  effect  of  either  of  those  named.  Iodoform 
should  not  be  used  on  account  of  its  odor.  Neither  should  one 
use  a  medicament  which  produces  an  escharotic  effect,  because  the 
scab  soon  becomes  loosened  from  the  moisture  of  the  lochia,  and 
then  the  field  beneath  becomes  a  fertile  soil  for  the  propagation 
of  cocci  and  bacteria.  Patients  in  whom  the  abraded  surface  is 
covered  only  with  pus  make  a  rapid  recovery,  but  those  in  whom 
the  seat  of  infection  is  covered  with  grayish-white  membrane,  the 
so-called  diphtheritic  endovulvitis  and  endocolpitis,  do  not  get 
well  so  soon,  especially  if  the  infection  has  progressed  into  the 
deeper  structures,  into  the  lymphatics.  Those  patients  in  whom 
the  local  lesion  is  gangrenous  must  be  regarded  with  seriousness. 
But  how  much  proper  care  will  do  even  in  serious  conditions  is 
illustrated  in  the  following  instance  which  has  come  quite  recently 
under  my  observation :  A  woman  had  sustained  an  extensive  com- 
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plete  perineal  tear  by  forceps  delivery.  When  seen  in  consulta- 
tion two  clays  subsequently,  the  temperature  was  103°  F.  in  the 
axilla.  The  labia  and  vulva  were  ninc;h  swollen,  and  extensive 
gangrene  Vv'as  })resent.  In  her  home,  where  the  necessar}-  care 
could  not  have  been  had,  she  would  probably  have  died,  whereas 
in  the  hospital  she  recovered  in  a  few  weeks. 

If  no  area  of  infection  is  found  about  the  entrance  of  the  geni- 
tal tract,  it  is  advisable  to  place  the  patient  on  the  edge  of  the 
bed,  or  still  better  on  a  table,  and  carefully  to  inspect  the  vaginal 
mucous  membrane  and  the  vaginal  portion  of  the  cervix,  the 
latter  frequently  being  the  seat  of  infection.  Much  care  should 
be  exercised  when  this  inspection  is  made  not  to  reopen  small 
wounds  and  thus  to  cause  a  new  seat  for  infection.  Small  vaginal 
retractors  are  best  adapted  for  this  purpose.  If  no  local  injury 
is  found  to  account  for  the  existing  symptoms,  then  the  interior 
of  the  uterus  may  be  examined  if  the  condition  of  the  patient 
seems  to  demand  it.  It  should  not  be  done,  however,  if  the 
general  condition  of  the  patient,  especially  the  pulse,  is  good,  and 
the  temperature  is  not  above  101°  or  102°,  because  retained  pla- 
cental tissue  or  decidua  is  usually  expelled  spontaneously  in  a 
short  time.  Therefore,  unless  we  know  that  such  foreign  elements 
are  within  the  uterus,  we  should  not  explore  its  interior  unless 
the  condition  of  the  patient  seems  to  make  it  necessary.  It  is,  in 
short,  best  to  abstain  from  unnecessary  meddling  with  the  genital 
tract. 

When  the  seat  of  infection  is  in  the  uterus,  this  organ  is  found 
enlarged  and  relaxed,  and  the  cervical  canal  generally  admits  of 
the  introduction  of  the  index  finger. 

When  the  fever  depends  on  retained  products  of  conception, 
blood-clots,  or  retained  lochia  (lochiametra),  the  treatment  becomes 
clear,  if  the  patient's  condition  does  not  soon  improve  from  spon- 
taneous expulsion  of  the  fever-producing  factors.  Under  anti- 
septic precautions  in  every  detail  the  uterus  must  be  cleansed  of 
all  foreign  material.  If  only  blood-clots  or  retained  lochia  are 
present,  an  intra-uterine  douche  with  some  mild  antiseptic  solu- 
tion suffices.  If  decidua  or  placental  tissue  be  present  it  should 
be  removed.  I  would  advise  discarding  the  curette  for  this  pur- 
pose unless  the  physician  is  fully  familiar  with  its  use  in  such 
cases,  because  of  the  great  danger  of  perforating  a  puerperal 
uterus  ;  beside,   one  can  judge  better  by  touch  with  his  finger 
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than  with  an  instrument.  I  am  especially  opposed  to  curetting  in 
instances  of  septic  endometritis,  never  having  seen  an  instance  in 
which  I  believed  that  this  procedure  was  beneficial  ;  but,  on  the 
contrary,  I  have  seen  much  harm  result  from  it. 

An  intra-uterine  douche  before  and  after  manipulations  within 
the  uterus  is  always  advisable.  It  is  best  to  have  the  fluid  flow- 
ing slightly  while  we  are  inserting  the  irrigating  tube  into  the 
uterus,  thus  making  sure  that  the  fluid  is  not  too  cold  or  too  hot, 
and  also  because  air  is  thereby  prevented  from  entering  the  uterus. 

The  best  manner  to  introduce  the  irrigating  tube  is  to  hold  it 
between  the  index  and  middle  finger  ;  then  the  point  is  intro- 
duced into  the  cervical  opening.  With  the  other  hand  the  body 
of  the  uterus  is  pressed  slightly  backward  during  the  introduction 
of  the  tube  into  the  uterus,  so  as  to  straighten  the  cervico-uterine 
canal,  the  body  of  the  uterus  usually  being  sharply  anteflexed 
after  confinement.  The  irrigator  should  be  held  but  little  above 
the  plane  of  the  pelvis,  so  that  the  pressure  of  the  irrigating  fluid 
is  not  too  great. 

Should  the  patient  complain  of  colicky  pain  while  the  irriga- 
tion is  in  progress,  it  is  an  indication  that  the  uterus  is  too  much 
distended  by  the  fluid,  and  the  irrigator  should  be  lowered  so  as 
to  allow  the  fluid  to  escape  without  more  flowing  in.  It  is  best 
to  use  a  glass  irrigator,  so  that  should  the  return  fluid  contaminate 
the  irrigating  fluid  the  latter  must  be  renewed.  It  is  good  prac- 
tice to  keep  the  external  hand  on  the  uterus  and  make  slight  fric- 
tion to  induce  uterine  contractions  while  the  irrigation  is  in 
progress. 

Whether  the  irrigation  should  be  repeated  depends  on  circum- 
stances, and  is  a  matter  of  opinion  ;  generally  one  douche,  properly 
given,  is  sufficient.  If  the  foreign  material  has  been  completely 
removed,  and  if  there  is  no  septic  infection  associated,  the  tem- 
perature falls  to  normal,  or  nearly  so,  in  a  short  time  after  the 
douche  has  been  given.  The  condition  which  in  my  opinion  indi- 
cates repetition  of  the  intra-uterine  irrigation,  is  when  the  secre- 
tions from  the  uterus  are  purulent  and  when  there  is  a  continuation 
of  fever.  Under  such  conditions  I  have  seen  benefit  from  repe- 
tition of  the  douches  with  a  25  to  75  per  cent,  solution  of  per- 
oxide of  hydrogen  ;  or,  if  that  is  not  at  hand,  some  other 
antiseptic  solution  ;  stronger  bichloride  of  mercury  than  1  :  10,000 
excepted.  '    .. 
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Intra-uterine  irrigations  are  of  mooted  therapeutic  value  with 
the  medical  profession  as  a  whole.  AVhen  one  looks  through  the 
literature  on  this  subject,  it  will  be  found  ^that  there  is  as  much 
weighty  argument  against  as  in  favor  of  them.  My  opinion  is 
that  intra-uterine  washing,  except  under  the  circumstances  alluded 
to,  is  useless.  I  believe  with  Chazon^  that  patients  who  recover 
when  they  are  systematically  used  get  well,  not  because  of  them, 
but  despite  of  them.  The  reason  for  advocating  douches,  as  men- 
tioned, is  not  for  their  effect  on  the  deeper  structures,  but  only 
to  rinse  off  infection  elements  which  may  be  located  superficially. 

I  have  found  that  if  no  intense  systemic  infection  were  present, 
and  if  the  uterus  remained  enlarged  and  relaxed  after  being  cleansed 
of  decidua  or  placental  tissue,  a  method  of  treatment  which  has  been 
of  apparent  benefit  is  gentle  massage  of  the  organ  at  intervals 
varying  from  one  to  three  hours.  The  massage  is  given  in  the 
same  manner  as  when  used  for  the  purpose  of  inciting  uterine 
contractions  for  expulsion  of  the  placenta,  namely,  a  small  cir- 
cular motion. 

Let  us  now  consider  septic  infection  according  to  the  limitation 
set  down  in  my  definition. 

I  have  seen  no  benefit  from  placing  gauze  in  the  uterus  for  the 
sole  purpose  of  draining  off  secretions  ;  and  as  for  curetting  of 
the  uterus,  that  treatment  lias  been  misused  more  than  any  other. 
To  this  fact  I  called  attention  years  ago,  and  now  take  oppor- 
tunity to  reiterate  my  opinion.  It  is  an  especially  dangerous 
procedure  in  a  puerperal  uterus — ev^en  in  the  hands  of  proficient 
operators  occasionally  perforations  of  the  soft  puerperal  uterus 
have  been  caused  by  a  curette.  I  would  limit  this  operation  in 
puerperal  uteri  to  those  of  large  experience  in  the  use  of  a  curette, 
and  even  then  it  should  be  made  use  of  only  if  retained  placental 
tissue  or  decidua  has  been  located  by  the  finger  and  cannot  be 
removed  by  it.  For  septic  endometritis  curetting  should  never 
be  done,  because  its  effect  is  to  intensify  the  infection  by  causing 
fresh  wounds. 

Vaporization  is  more  effective  on  infection  elements  in  the 
deeper  structures  of  the  uterus,  and,  according  to  Snegirjow,^ 
who  is  the  originator  of  this  method  of  treatment  (which,  how- 
ever, was  brought  more  into  prominence  through  the  writings  of 

1  Die  Streitpunkte  in  derPuerperalfieberfrage,  Volkmann's  Hefte,  No.  xii.,  NeueFolge. 
-  Berliner  Klinik,    Sammlung  klinischer  Vortrage,  1S95,  No.  82. 
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L.  Piociis,  of  Dantzic,  than  anyone  else),  is  the  treatment  par 
excellence  in 'septic  infection  of  the  uterus.  The  antiseptic  and 
haemostatic  properties  of  steam  are  well  known,  but  we  must  not 
lose  sight  of  its  dangers— when  applied  to  the  interior  of  the 
uterus  it  causes  deep  destruction  of  the  uterine  tissues  when  used 
sufficiently  long  to  produce  innocuousness  of  pathogenic  germs 
situated  in  the  muscular  structure  of  the  organ  ;  in  this  country 
this  treatment  has  not  been  so  favorably  accepted  as  elsewhere. 

If  the  infection  has  localized  itself  in  the  pelvic  cellular  tissue 
or  the  pelvic  peritoneum,  the  application  of  an  ice-coil  or  ice-bags 
should  be  resorted  to.  In  such  conditions  the  inunction  of 
metallic  silver  ointment  (unguentum  Crede)  is  also  beneficial;  it 
has  given  me  better  results  than  the  use  of  mercurial  ointment. 
As  soon  as  there  is  evidence  that  pus  has  formed,  opening  of  the 
abscess  should  be  resorted  to,  provided  there  is  positive  evidence 
of  the  pus  accumulation  conveyed  to  the  examining  finger  ;  the 
incision  should  be  large  so  as  to  permit  thorough  cleaning  and 
drainage. 

Crede^  speaks  highly  of  soluble  metallic  silver  (argentum  col- 
loidale)  as  a  continuously  acting  antiseptic.  He  uses  two  or  three 
pellets  wrapped  in  gauze,  and  introduces  them  up  to  the  fundus, 
the  distal  strip  of  gauze  protruding  from  the  external  opening. 
The  vagina  is  then  loosely  packed  with  gauze  which  is  changed 
daily.  The  intra-uterine  gauze  should  remain  for  five  days. 
Crede  takes  the  right  view  of  how  the  remedy  should  act  to  be  of 
benefit:  its  action  must  not  be  only  local,  but  its  antiseptic  prop- 
erties, its  destructive  action  on  the  sepsis-producing  organisms, 
must  be  conveyed  through  the  circulation.  This  property  he 
claims  for  the  soluble  metallic  silver. 

Pyosalpinx  diagnosed  during  the  puerperium  is  also  frequently 
of  gonorrhoeal  origin,  the  latent  inflammation  in  the  tube  being 
lit  anew  through  an  infection  in  the  puerperal  state.  Gonococci 
may  be  found  quite  frequently  in  post-puerperal  pelvic  exudates, 
but  we  know  that  a  gonorrhoeal  pelveoperitonitis  is  not  likely  to 
endanger  life.  Experience  has  taught  me  that  the  safest  plan  of 
treatment  in  such  cases  is  by  vaginal  incision  ;  the  operation 
should,  however,  not  be  done  rudely  ;  in  preparing  a  patient  for 
it  she  must  be  moved  gently,  so  that  adhesions  in  the  pelvis  are 
not  disturbed. 

1  Monatsch.  f.  Geburts.  und  Gyniik.,  No.  8,  p.  585. 
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With  patients  ill  with  septic  infection  who  are  not  benefited  by 
the  methods  of  treatment  spoken  of,  or  when  we  have  reason  to 
believe  that  additional  resort  to  minor  interventions  would  be 
useless,  and  who  are  gradually  getting  worse,  the  most  heroic 
measure  comes  up  for  consideration,  namely,  to  remove  the  source 
of  infection  entirely — to  do  a  hysterectomy,  if  the  continuance  of 
the  infection  comes  from  the  uterus  alone. ^  Serum  treatment 
may  be  of  benefit  in  some  such  cases,  but  I  have  been  unable  to 
convince  myself  of  it. 

There  are  patients  ill  with  general  septic  peritonitis  of  a  mod- 
erately violent  form,  so  far  as  the  intensity  of  the  infection  goes 
(diplostreptococcus  infection  ?),  who  may  occasionally  be  saved  by 
timely  surgical  intervention.  An  illustration  of  an  instance  in 
wliich  operation  was  delayed  will  best  serve  my  purpose: 

Mrs.  O.  underwent  a  difficult  delivery,  during  which  the  forceps 
was  applied  unsuccessfully  several  times  ;  subsequently  craniotomy  was 
performed,  there  being  a  generally  contracted  pelvis.  She  was  seen 
by  me  four  days  after  delivery.  An  exudate  was  felt  in  the  pelvis 
and  another  in  the  right  lower  abdomen,  beside  there  was  evidence 
of  peritonitis,  but  not  of  the  foudroyaut  type.  Both  abscesses  were 
opened  by  free  incisions  and  drained  of  a  large  quantity  of  seropuru- 
lent  fluid.  Some  days  subsequently  another  intraperitoneal  exudate 
was  opened  per  abdomen  on  the  opposite  side.  After  each  surgical 
intervention  the  patient  improved,  but  soon  relapsed  again.  There 
were  chills  and  hectic  fever,  the  temperature  ranging  between  101° 
and  104"^  F. ;  diarrhoea  ;  in  short,  there  was  the  typical  picture  of  a 
diffuse  septic  peritonitis.  The  most  careful  examination  failed  to 
reveal  other  sacculated  accumulations  until  during  the  fourth  week  of 
her  illness,  when  it  was  evident  that  there  was  another  accumulation 
beneath  the  liver.  This  last  examination  was  made  in  the  evening,  and 
I  had  intended  to  operate  early  on  the  following  day.  During  the 
night  she  had  an  attack  of  vomiting,  followed  by  collapse,  from  which 
she  did  not  rally.  The  autopsy  showed  the  changes  characteristic  of 
diffuse  septic  peritonitis  of  long  standing.  Numerous  pockets  between 
the  intestines  were  filled  with  purulent  fluid  ;  one  larger  was  beneath 
the  liver,  another  beneath  and  behind  the  stomach ;  the  latter  had 
ruptured  during  vomiting  and  caused  the  direct  fatal  issue.  In  this 
instance  had  I  not  hesitated  at  a  major  operation  in  the  beginning, 
after  evacuating  the  discernible  septic  collections,  but  had  performed 
an  extensive  abdominal  section,  separating  the  adhesions  as  much  as 

1  New  York  Medical  Journal,  January  26,  1901. 
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possible,  with  free  flushing  of  the  peritoneal  cavity  with  saline  solu- 
tion, and  then  used  drainage,  she  would  have  had  a  chance  to  get 
well. 

Such  instances  of  septic  peritonitis  have  been  observed  several 
times  by  me.  But  we  must  not  forget  the  fact^  and  hence  our 
hesitation  to  operate,  that  such  patients  sometimes  get  well  with- 
out any  operation,  by  the  observance  of  strict  rules  in  diet,  per- 
fect rest,  appropriate  stimulation,  the  application  of  an  ice-coil  to 
the  abdomen,  and  silver  or  mercurial  ointment  inunctions.  The 
importance  of  rest  for  such  patients  is  well  illustrated  in  the 
instance  cited.  By  it  the  adhesions  surrounding  an  exudate 
become  firmer.  The  rest  should  not  be  confined  to  bodily  quietude 
alone,  but  also  to  intraperitoneal  rest.  To  obtain  this  the  patient 
should  get  such  food  as  will  not  cause  hard  fecal  accumulations  ; 
the  food  must  be  of  such  character  that  it  is  easily  assimilated,  as 
peptonoids,  butter,  eggs,  beef-tea,  and  strained  farinaceous  food- 
stuffs. Milk  should  be  avoided,  unless  it  is  first  peptonized,  and 
even  then  it  should  be  given  sparingly.  Among  stimulants, 
Tokay  wine,  whiskey,  or  brandy  largely  diluted  with  cold  water 
in  small  quantities  should  be  given,  unless  the  condition  of  the 
kidneys  forbids  their  use.     Occasionally  opiates  are  serviceable. 

For  acute  bactergemia  I  have  nothing  to  suggest.  All  patients 
seen  by  me  have  died,  no  matter  what  method  of  treatment  was 
adopted.  The  cases  reported  as  cured  from  this  form  of  disease, 
by  some  method  of  local  treatment  or  by  some  operation,  were 
undoubtedly  errors  in  diagnosis;  such  patients  had,  in  my  opinion, 
a  septic  infection  with  severe  constitutional  symptoms. 

Eberhart^  recommends  infusion  of  a  9  per  cent,  saline  solution. 
In  my  hands  this  treatment  has  likewise  been  unsatisfactory. 
The  usefulness  of  an  antistreptococcus  serum,  as  now  in  use,  I 
consider  a  delusion  in  this  disease,  although  I  believe  that  we 
may  look  in  the  direction  of  a  serum  treatment  to  avert  death  in 
such  patients. 

Opening  of  the  cul-de-sac  of  Douglas  and  drainage  with  gauze 
on  the  first  appearance  of  infection  symptoms,  with  a  view  of 
aborting  acute  bactenemia,  provided  the  infection  source  is  not  to 
be  found  on  inspection  of  so  much  of  the  genital  tract  as  can  be 
seen  by  the  eye,  and  provided  that  the  infection  is  not  attribu- 
table to  decomposing  foreign   elements  within  the  uterus,   is  a 

1  Klin.-therapeut.  Wochenschrift,  No.  42,  1898. 
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method  practised  by  sonic  of  my  colleagues.  I  have  also  per- 
formed this  operation,  but  liave  given  it  »ip  again.  I  cannot 
understand  how  an  incision  into  the  pelvis  with  gauze  placed  in 
it  can  drain  off  micro-organisms  in  the  blood  ;  and  what  is  the 
use  of  draining  when  there  is  nothing  to  drain? 

Chronic  bacteneniia  must  be  treated  according  to  the  indica- 
tions in  an  individual  patient.  Metastases,  if  within  reach, 
should  be  incised.  If  we  should  be  able  to  diagnose  metrophle- 
bitis, and  have  reason  to  believe  that  the  thrombosis  is  still  so 
limited  tliat  it  can  be  removed  by  hysterectomy,  this  operation 
mav  be  done. 


XXXII.  Ectopic  Pregnancy  :  Primary  Kupture  the 
Opportune  Time  for  Making  Diagnosis. 

By  GEORGE  McXAUGHTOX,  M.D., 

BROOKLYN. 

In  this  brief  paper  the  classification  offered  by  Lawson  Tait 
will  be  accepted,  inasmuch  as  it  is  simple,  practical,  and  confirm- 
atory of  the  writer\s  experience.  You  will  remember  that  three 
varieties  are  mentioned:  (1)  Ovarian,  (2)  tubal,  (3)  tubo-ovarian. 
The  first  mentioned  might  be  thrown  out  and  dismissed  with  the 
Scotch  verdict  ^^  not  proven,'^  leaving  only  two  to  be  seriously 
considered.  That  there  are  many  modifications  of  the  two 
remaining  varieties  is  certainly  true,  but  for  the  purpose  of  this 
paper  they  need  not  l)e  referred  to. 

A  personal  experience  covering  seventy  operated  cases  tends  to 
confirm  the  view  that  this  condition  is  as  easilv  dias^noscd  as  that 
of  most  diseases  affecting  the  sexual  organs  of  women,  that  it  is  a 
serious  blunder  to  consider  the  diagnosis  beyond  the  easy  compre- 
hension of  the  general  practitioner,  who  is  always  the  first  to  see 
these  patients,  and  that  the  time  is  not  far  distant  when  a  failure 
to  recognize  the  meaning  of  the  symptoms  present  will  be  cause 
for  criticism. 

The  doctor  will  not  often  be  called  upon  to  make  a  diagnosis 
before  the  primary  rupture,  bejoause,  as  a  rule,  the  patient  is 
unaware  that  there  is  anything  out  of  the  ordinary  the  matter. 
Frequently  it  has  been  stated  by  writers  that  diagnosis  before 
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rupture  had  never  been  made.  It  is,  therefore,  a  satisfaction  to 
state  that  in  three  of  the  seventy  cases  a  presumable  diagnosis  of 
tubal  pregnancy  was  made,  and  a  coeliotomy  before  rupture  proved 
the  presLunption  correct.  The  symptoms  in  these  cases  were  the 
signs  of  early  pregnancy,  plus  pain  in  one  side  ]  on  physical 
exaiiiiuation  a  small,  soft,  flactiiating  tumor  was  found  occupying 
space  near  but  distinct  from  the  ovary.  It  is  only  fair  to  state 
that  these  patients  were  all  thin  women,  vnih  pelves  and  contents 
favorable  for  examination. 

A  growing  tumor  occupying  a  circumscribed  space  will  cer- 
tainly sooner  or  later  reach  the  limit  of  the  resisting  tissues,  and  a 
rupture  will  occur  at  the  point  of  least  resistance,  or  the  foetus 
escape  at  the  fimbriated  end  of  the  Fallopian  tube.  Presuming 
this  tumor  to  be  a  fruit  sac,  its  future  depends  upon  its  age  at  the 
time  of  rupture,  and  whether  it  be  thrown  into  the  free  cavity  of 
the  peritoneum  or  beneath  the  broad  ligament.  You  are  asked 
to  bear  in  mind  that  it  is  the  belief  of  the  writer  that  extra- 
uterine pregnancy  always  occurs  primarily  in  the  Fallopian  tube  ; 
that  the  fruit  sac  may  be  extruded  from  the  fimbriated  extremity 
of  the  tube  without  causing  rupture  ;  that  it  may  emerge  from 
the  tube,  yet  remain  within  the  folds  of  the  broad  ligament.  A 
modification  of  the  former  was  seen  last  week  when  a  rupture  of 
the  fruit  sac  occurred,  and  remained  in  the  broad  lio^ament  :  the 
hemorrhage,  which  was  very  extensive,  came  through  the  fim- 
briated extremity  of  the  Fallopian  tube  ;  there  was  no  peritoneal 
rupture  to  be  found.  It  is  interesting  to  speculate  what  would 
have  b^en  the  diagnosis  had  this  hemorrhage  traversed  the  uterine 
end  of  the  Fallopian  tube,  and  the  blood  been  discharged  through 
the  vagina. 

The  numerous  theories  which  have  been  advanced  to  explain 
the  cause  of  tubal  pregnancies  only  show  that  it  is  still  a  disputed 
and  not  easily  settled  question.  Some  physiological  points  will 
have  to  be  determined  before  the  pathological  will  be  accepted. 
To  the  diagnostician  the  cause  is  of  little  use,  as  he  is  confronted 
by  a  condition  which  requires  prompt  decision.  Mistakes  in  diag- 
nosis will  be  made,  but  in  most  instances  these  may  be  classed  as 
justifiable,  as  in  mistaking  a  small  ovarian  cyst  with  a  twisted 
pedicle  complicating  normal  pregnancy.  Normal  pregnancy  in 
a  fibroid  uterus  may  offer  perplexing  complications,  as  the  fibroma 
in  the  early  weeks  increases  in  size,  becomes  softer,  and  occupies  a 
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higher  plane  tliaii  before  pregnaney  occurred.  The  knowlerlge 
of  a  pre-existing  fibroid  will  aid  materially  in  arriving  at  a  cor- 
rect conclusion  ;  in  the  absence  of  this  information  an  examination 
under  anaesthesia  will  enable  tlie  doctor  to  exclude  tul)al  i)reg- 
nancy. 

An  ovarian  or  dermoid  cyst  with  a  twisted  pedicle  will  produce 
subjective'  symptoms  very  like  those  of  ruptured  tubal  pregnancy. 

A  retroflexed  pregnant  uterus  has  been  mistaken  for  an  extra- 
urine  pregnancy  ;  under  favorable  circumstances  this  condition 
may  be  excluded,  fav^orable  circumstances  implying  a  proper  his- 
tory of  the  patient  and  a  careful  examination  under  etlier. 

In  my  experience  one  of  the  most  difficult  conditions  to  distin- 
guish from  tubal  pregnancy  is  ov^arian  or  tubo-ovarian  abscess,  in 
many  cases  of  which  the  menstruation  will  have  been  disturbed — 
absent,  irregular,  or  continuous.  The  patient  will  have  had  pain, 
sometimes  very  severe,  and  if  rupture  has  occurred  the  same 
physical  conditions  are  present  and  essentially  the  same  symptoms 
are  produced.  To  carry  the  simile  further,  the  same  danger  is 
present,  and  similar  treatment  is  indicated.  There  is  this  differ- 
ence, however,  which  will  assist  in  arriving  at  a  correct  conclu- 
sion: one  is  an  inflammatory  process  accompanied  more  or  less  by 
symptoms  of  inflammation,  and  the  other  a  physiological  process 
merely  displaced,  usually  without  the  signs  of  inflammation. 

Acute  appendicitis,  particularly  when  complicating  ruptured 
tubal  pregnancy  on  the  right  side,  offers  a  problem  in  diagnosis 
which  will  baffle  most  clinicians.  A  case  of  this  kind  was  seen 
last  year.  A  relation  of  the  history  of  this  case  will  be  interesting, 
and  at  the  same  time  will  serve  perliaps  a  useful  lessou  in  treat- 
ment. This  patient  assumed  the  matrimonial  r{3le  immediately 
after  a  menstrual  epoch  ;  the  flow  failed  to  appear  at  the  end  of 
the  usual  interval  ;  two  weeks  later  slie  fell  in  syncope  ;  her  phy- 
siciau  made  a  presumptive  diagnosis  of  tubal  pregnancy,  and 
remained  in  attendance  for  several  days  ;  the  patient  gradually 
improved  until  she  was  able  to  go  about  the  house,  but  suffered 
some  pain  in  the  right  side.  A  few  days  later  there  was  a  recur- 
rence of  pain,  accompanied  by  vomiting  and  considerable  abdom- 
inal distention.  It  was  at  this  time  that  I  saw  her,  and  there 
was  no  hesitation  in  pronouncing  the  case  one  of  tubal  pregnancy 
with  secondary  rupture.  Laparotomy  confirmed  the  diagnosis  of 
tubal  pregnancy,  but  in  addition  she  had  a'uto  appendicitis,  from 
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the  symptoms  of  which  she  was  suffering  Immediately  prior  to  the 
operation  ;  and  in  this  instance  it  was  the  appendicitis  that  deter- 
mined the  propriety  of  an  operation,  although  that  fact  was  not 
recognized.  It  is  important  to  note  that  the  condition  of  the 
vermiform  appendix  would  have  been  overlooked  had  not  especial 
search  been  made,  and  that  portion  of  the  viscera  identified.  Usu- 
ally the  tubal  condition  would  have  been  considered  sufficient  to 
cause  the  symptoms  which  were  present. 

This  experience  emphasizes  the  necessity  of  regular  inspection 
of  this  frequently  diseased  portion  of  the  peritoneal  contents  when 
the  op}3ortunity  offers. 

The  foregoing  personally  observed  cases  have  been,  in  a  general 
way,  referred  to  merely  to  call  attention  to  the  fact  that  in  this, 
as  in  other  pathological  conditions,  trouble  will  occasionally  be 
encountered,  but  in  no  way  is  vitiated  the  stated  proposition  that 
extra-uterine  pregnancy  is  as  easily  diagnosed  as  most  other  pelvic 
diseases. 

Consider  for  a  moment  the  physical  condition  accompanying  a 
tubal  pregnancy  :  the  presence  of  an  impregnated  ovum  in  a  Fal- 
loplau  tube,  constantly  increasing  in  size  and  contained  within  a 
limited  space,  which  means  rupture  sooner  or  later  ;  this  limit  is 
reached  in  the  vast  majority  of  cases  about  six  weeks  after  concep- 
tion has  taken  place.  It  is  doubtful  if  a  Fallopian  tube  will  ever 
allow  a  two-months'  development  of  the  ovum  without  rupture. 
The  tube  as  well  as  the  surrounding  parts  are  peculiarly  friable, 
as  are  the  genital  tissues  in  normal  pregnancy.  This  explains 
why  a  primary  rupture  always  takes  place. 

The  foregoing  description  suggests  the  symptoms  likely  to  be 
present.  In  the  first  place  the  menstrual  flow  fails  to  appear  at 
the  expected  time.  In  order  to  elicit  this  fact  it  is  necessary  to 
ascertain  the  normal  menstrual  habit  of  the  patient,  and  to  do 
this  satisfactorily  several  months  must  be  considered.  Normal 
pregnancy  is  not  easily  determined  at  so  early  a  period,  but  absence 
of  the  menstrual  flow  is  usually  but  one  symptom  in  the  chain, 
but  a  very  suggestive  one. 

During  the  development  of  the  impregnated  ovum  in  the  tube 
the  patient  may  suffer  more  or  less  pain  in  the  affected  side  ;  in 
most  cases  it  is  described  as  a  sense  of  discomfort,  while  in  a  few 
it  is  sufficient  to  cause  the  patient  to  seek  relief.  Under  sugh 
circumstances  in  a  favorable  subject  a  presumptive  diagnosis  of 
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extra-uterine  pregnancy  may  be  made.  Within  the  succeeding 
three  weeks,  in  a  hirge  proportion  and  perhaps  in  all,  the  primary 
rupture  occurs.  It  was  at  tiiis  time  in  all  my  cases  that  the 
suffering  was  so  great  that  the  services  of  a  physician  were  required. 
I  cannot  recall  a  single  exce[)ti()n.  Cases  have  been  reported 
where  the  fruit  sac  and  contents  have  developed  so  gradually  that 
there  were  no  disagreeable  symptoms  present  to  indicate  what  had 
been  taking  place,  but  according  to  ray  experience  this  must  be 
rare.  Simultaneously  with  the  rupture  there  are  severe  pain  and 
usually  a  flow  of  blood  from  the  uterus.  At  this  time  the  patient, 
and  often  the  doctor  as  well,  thinks  an  early  abortion  is  the  cause 
of  the  symptoms.  It  would  seem  that  this  is  the  opportune  time 
for  making  a  diagnosis.  A  careful  inquiry  into  the  menstrual 
history  will  elicit  sufficient  evidence  to  make  one  suspect  pregnancy; 
that,  coupled  with  pelvic  discomfort  and  followed  by  sudden  severe 
abdominal  and  pelvic  pain,  accompanied  by  uterine  flow  and 
symptoms  of  shock  out  of  proportion  to  the  amount  of  blood  lost 
per  vaginarriy  presents  a  characteristic  picture  of  primary  rupture 
of  tubal  pregnancy  which  once  seen  is  not  easily  forgotlen  ;  and 
it  is  at  this  time  that  the  practitioner  should  think  of  the  occur- 
rence of  ectopic  pregnancy.  With  the  mentioned  sequence  of 
manifestations  plus  physical  sigus  indicating  the  enlargement  of 
one  or  both  Fallopian  tubes,  for  a  hemorrhage  may  take  place  in 
the  unaffected  tube,  and  exquisite  tenderness  over  one  or  both 
sides  of  the  uterus,  the  surgeon  need  have  little  hesitation  in 
recommending  an  intra-peritoneal  exploration. 

Should  the  rupture  occur  beneath  or  within  the  folds  of  the 
broad  ligament,  a  tumor  will  be  felt  behind  the  uterus,  which 
will  raise  that  organ  to  a  position  quite  close  to  the  symphysis 
pubis. 

It  may  be  remembered  that  a  ruptured  intra-ligamentous  cyst 
may  produce  the  same  physical  signs  ;  indeed,  any  distention  of 
the  broad  ligament,  whether  it  be  fibroid,  pus,  or  blood,  will 
displace  the  uterus  upward.  A  subligamentous  hemorrhage  does 
not  require  immediate  treatment ;  not  so,  however,  the  intraperi- 
toneal variety,  in  which  situation  there  is  nothing  to  restrain  the 
flow  of  blood,  and  this  large  cavity  is  capable  of  holding  sufficient 
to  cause  death.  The  best  thino^  that  a  woman  can  do  under  these 
circumstances  is  to  faint,  for  the  blood  will  probably  cease  to  flow, 
at  least  for  the  time. 
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Fortunately  the  loss  of  blood  has  a  remarkable  effect  upon  the 
arterial  pressure,  else  most  of  the  cases  would  die  before  the  sur- 
geon could  tie  the  bleeding  vessel.  The  patient  should  not  be 
given  stimulants.  Drugs  that  will  decrease  both  the  force  and 
the  number  of  the  heart-beats  are  indicated.  Aconite  or  vera- 
trum  viride  would  be  a  more  reasonable  treatment.  I  advise  the 
use  of  ergot  and  morphine.  The  heart  should  not  be  whipped 
up  until  the  open  bloodvessels  have  been  secured  by  ligatures  ; 
even  then,  that  the  heart  may  act  properly,  I  would  first  try  to 
restore  fluid  by  means  of  normal  saline  solution,  introduced 
directly  or  indirectly  into  circulation  ;  in  desperate  cases  the  direct 
method  is  preferred,  care  being  taken  not  to  introduce  too  much  ; 
a  force  pump  will  be  seriously  hampered  if  called  upon  to  propel 
too  much  or  too  little.     Excuse  this  digression. 

This  paper  is  so  discursive  that  1  shall  ask  the  privilege  of 
recapitulation,  which  will  serve  to  emphasize  the  points  I  have 
tried  to  make  : 

1.  That  extra-uterine  or  ectopic  pregnancy  is  not  a  rare  accident. 

2.  That  impregnation  takes  place  primarily  in  the  Fallopian 
tube. 

3.  That  rapture  takes  place  in  most,  perhaps  all,  cases  before 
the  eighth  week. 

4.  That  a  presumptive  diagnosis  is  not  difficult. 


XXXIII.  Pus  IX  THE  Peritoneal  Cavity. 
By  EGBERT  T.  MORRIS,  M.D., 

NEW  YORK  CITY. 

The  surgeon  pricks  his  finger  slightly  while  operating  upon  a 
case  of  advanced  septic  peritonitis — the  patient  recovers,  but  the 
surgeon  dies.  About  this  illustration  we  have  a  group  of  path- 
ological facts  that  seem  to  be  better  recognized  by  physicians  than 
by  surgeons  at  just  this  period  of  our  progress,  and  yet  surgeons 
are  the  ones  who  most  need  to  use  our  knowledge  on  the  subject 
of  hyperleucocytosis. 

The  reasons  why  the  patient  recovers  and  the  surgeon  dies  are 
founded  upon   well-established  data.      We  need  not  wait  for  the 
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•settling  of  certain  disputed  points  about  the  way  in  which  hac- 
teria  are  disposed  of.  If  Metchnikoff  says  that  bacteria  are 
destroyed  by  certain  body  cells  by  the  process  of  phagocytosis, 
and  if  Kriise  argues  that  it  is  not  a  matter  of  phagocytosis  but  of 
the  destruction  of  bacteria  by  alexines  furnished  by  polynuclear 
leucocytes,  we  have  little  interest  in  the  discussion.  It  is  sufli- 
cient  for  us  to  knoAV  that  when  bacteria  are  making  headway  in 
our  tissues  certain  body  cells  are  enormously  increased  in  number, 
and  a  warfare  is  at  once  engaged  in  between  the  bacteria  and 
these  cells.  If  bacteria  were  not  met  by  antagonistic  cells  we 
would  always  die  as  the  result  of  a  pin  prick. 

Physicians  have  been  making  practical  application  of  the  phe- 
nomenon of  hyperleucocytosis  and  have  purposely  called  it  to  their 
aid,  while  surgeons  seem  to  be  much  more  tardy  in  modifying 
their  methods  to  meet  the  advantages  offered  by  our  newer  knowl- 
edge on  the  subject.  Nowhere  is  this  more  apparent  than  in  the 
various  methods  advocated  for  the  treatment  of  patients  with  pus 
in  the  peritoneal  cavity.  There  is  much  unnecessary  diversity  of 
opinion  among  surgeons  concerning  the  surgical  principles  that 
are  to  be  applied  in  such  cases.  There  is  no  necessity  at  the 
present  day  for  such  wide  differences  of  opinion,  and  it  is  a  matter 
of  vital  interest  to  some  patients. 

A  famous  French  surgeon  visiting  this  country  not  long  ago 
said  to  me  that  the  greatest  need  of  the  day  in  American  surgery 
was  for  American  surgeons  to  see  each  other's  work.  He  had 
visited  our  clinics  in  many  cities,  and  that  was  the  deepest  single 
impression  that  had  been  made  upon  him. 

In  our  cases  of  pus  in  the  peritoneal  cavity  shall  we  make  it 
a  rule  to  wipe  away  the  pus  with  gauze  or  sponges,  meanwhile 
handling  a  bowel  extensively  and  shocking  its  sympathetic  ganglia  ? 

Shall  we  make  extensive  incisions  and  pack  septic  cavities  with 
gauze  ? 

Shall  we  make  small  incisions  and  leave  the  peritoneal  cavity 
full  of  deciuormal  salt  solution  after  closing  the  incisions? 

Shall  we  close  our  abdominal  incisions  and  trust  to  hyperleu- 
cocytosis alone?  There  are  abundant  hospital  records  to  give  us 
statistics  for  fixing  the  principles  which  should  rule  us  in  our 
decisions. 

Let  us  consider  more  at  length  the  reason  why  the  patient  with 
advanced  septic  peritonitis  lived  while  the  surgeon  died,  and  from 
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these  principles  read  the  moral  that  is  pointed  at  our  practice. 
The  patient  was  protected  by  new  polynuclear  leucocytes  manu- 
factured by  herself  for  the  occasion.  The  surgeon  was  not  so 
protected.  The  reason  why  the  patient  was  protected  was  because 
the  bacteria  were  met  by  leucocytes  before  they  had  become  very 
virulent,  and  although  the  bacteria  increased  there  was  a  corre- 
sponding increase  of  antagonists.  The  bacteria  were  finally  win- 
ning, and  would  have  carried  the  day  if  the  surgeon  had  not  stepped 
in  and  removed  t!ie  chief  collection  of  fluid  that  was  carrying  the 
toxins  of  the  bacteria.  The  moment  that  the  surgeon  had  done 
this  the  leucocytes  in  enormous  battle  array  triumphed  over  their 
disabled  army.  The  surgeon  had  turned  the  tide  of  battle  in 
their  favor  by  a  perfectly  rational  procedure.  Meanwhile  the  bac- 
teria, in  the  stage  of  most  active  development,  were  carried  into 
the  surgeon's  finger  by  a  slight  prick,  and  when  bacteria  are  in  a 
state  of  active  development  it  requires  a  quicker  response  on  the 
part  of  the  body  cells  to  destroy  them.  In  the  surgeon's  case  he 
was  not  able  to  meet  these  active  bacteria  promptly  enough,  and 
they  destroyed  him.  If  his  infection  had  begun  more  slowly  and 
the  bacteria  had  not  been  under  such  active  headway,  they  would 
have  been  effectually  met,  and  he  would  have  had  just  a  needle 
prick.  That  is  all.  I  am  leaving  out  of  this  discussion  the 
matter  of  the  special  resistance  of  individuals  and  of  various  pro- 
tecting cells  in  order  to  keep  the  principles  clearly  in  mind. 
Now  let  us  get  to  our  conclusions. 

Anything  which  shocks  our  patient  interferes  with  the  function 
of  the  sympathetic  nerves  which  control  the  manufacture  of  leu- 
cocytes. A  long-continued  operation  shocks  the  patient  and 
lessens  the  resistance.  The  use  of  gauze  packing  shocks  the 
patient  and  lessens  his  resistance. 

It  is  often  said  in  cases  of  advanced  appendicitis  that  the  sur- 
geon did  not  get  the  case  in  time,  and  yet  he  used  half  a  yard  of 
gauze  in  the  patient's  abdomen.  If  we  step  out  into  the  street, 
take  ten  healthy  car  conductors  from  their  cars,  put  half  a  yard 
of  gauze  in  the  abdomen  of  each  one  this  afternoon,  we  will  find 
by  to-morrow  that  we  did  not  gei  many  of  them  in  time.  If  the 
gauze  contained  the  poison  iodoform  a  still  smaller  number  would 
have  been  obtained  in  time.  Now,  if  strong,  healthy  men  cannot 
bear  half  a  yard  of  gauze  in  the  abdominal  cavity,  why  should  >a 
weak,  septic  patient  tolerate  it  ?     Pie  cannot. 
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The  employment  of  gauze  packing,  then,  seems  to  be  one  of  the 
inferior  methods  in  ab(h)minal  surgery,  as  shown  both  by  our 
theory  and  by  actual  statistics.  The  use  of  gauze  packing  not 
only  lessens  the  power  of  the  patient's  sympathetic  ganglia  to 
engage  in  manufacturing  leucocytes,  but  it  sometimes  causes  ileus 
by  mechanical  pressure.  It  causes  a  solar  plexus  blow  to  the 
patient  when  it  is  removed,  and  it  leav^es  a  wide-open  place  for 
the  development  of  a  post-operativ^e  ventral  hernia,  which  is 
rarely  indeed  necessary  to-day. 

The  method  of  making  small  incisions,  which  are  closed  after 
the  abdominal  cavity  has  been  left  full  of  decinormal  salt  solution, 
is  perhaps  one  of  the  methods  that  is  not  inferior.  It  does  not 
include  the  idea  of  a  fall  dependence  upon  leucocytosis  perhaps, 
but  the  salt  solution  dilutes  toxins  to  such  a  point  that  they  are 
practically  inert.  The  salt  solution  is  not  a  culture  medium  ;  it 
is  speedily  carried  off  by  the  emunctories,  and  witli  it  go  the 
toxins  in  solution.  The  patient  avoids  the  distressing  thirst  that 
is  common  after  abdominal  operations,  the  vasomotors  are  stimu- 
lated, and  theoretically  this  plan  of  treatment  has  much  merit. 
I  have  not  as  yet  employed  this  method  much,  because  of  my 
confidence  in  the  resource  of  unaided  leucocytes,  and  have  brought 
to  bear  the  principle  that  if  we  operate  rapidly,  avoid  the  use  of 
large  incisions,  of  gauze  packing,  of  iodoform,  and  of  extensive 
handling  of  the  bowel,  we  avoid  shocking  the  patient's  sym- 
pathetic system,  which  can  do  better  work  than  the  surgeon  in 
removing  infection.  Tait  employed  this  principle  empirically, 
but  we  now  understand  the  reasons  for  his  results. 

I  have  confined  myself  1o  disposing  of  the  chief  collection  of 
pus,  leaving  the  rest  to  be  disposed  of  by  the  so-called  phagocytes, 
and  have  gradually  arrived  at  the  method  of  closing  the  incision 
completely  in  most  of  my  cases  of  pus  in  the  peritoneal  cavity.  It 
is  remarkable  to  see  how  much  better  patients  do  under  this 
method  of  treatment  than  under  the  methods  which  I  formerly 
employed  and  which  were  the  commonly  accepted  ones. 

After  a  long-continued  operation  with  a  large  incision,  free 
handling  of  bowel  and  the  use  of  large  drainage  apparatus,  patients 
are  commonly  very  much  depressed  and  iiive  every  evidence  of 
depression  for  several  days  after  operation.  Now,  when  the 
abdomen  is  closed  completely,  I  find  this  same  class  of  patients 
on  the  morning  after  operation  with  bright  faces,  fine  reaction. 
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and  oftea  wishing  to  read  the  newspaper  or  have  substantial 
nourishment  within  twenty-four  hours  after  the  operation. 

Secondary  abscess  has  formed  in  several  of  my  cases,  and  under 
such  circumstances  has  been  well  walled  in  and  with  a  tendency 
to  point  at  the  line  of  incision  in  the  abdominal  wall.  In  many 
cases  in  which  a  considerable  amount  of  septic  fluid  must  have 
been  left  in  the  peritoneal  cavity  there  was  no  tendency  to  abscess 
formation,  and  the  septic  fluid  was  disposed  of  by  the  leucocytes. 

The  keystone  idea  in  this  method  of  treatment,  then,  is  avoid- 
ance of  all  the  tilings  which  have  a  tendency  to  shock  the  patient 
and  interfere  with  his  manufacture  of  leucocytes,  which  goes  on 
most  rapidly  when  he  is  in  the  best  physical  condition.  Wisely 
applied  stimulation  and  methods  for  nourishment  are  essential 
factors  in  this  plan  of  treatment.  I  would  not  advise  any  begin- 
ner in  surgery  to  place  full  dependence  upon  leucocytosis  until 
he  has  gradually  worked  toward  this  point  from  an  experience 
with  older  methods  of  treatment  that  are  in  common  employment. 
One  must  become  convinced  out  of  experience  in  order  to  avoid 
the  feeling  that  he  is  experimenting  upon  any  of  his  patients  in 
spite  of  the  fact  that  theoretically  our  principles  are  clear. 

In  making  an  elaborate  study  of  the  subject  I  presume  that 
we  shall  still  have  to  set  aside  a  small  proportion  of  cases  in 
which  drainage  will  be  a  necessity — hemorrhage  cases,  for  in- 
stance— but  most  of  the  cases  that  are  drained  to-day  are  drained 
because  the  surgeon  feels  that  he  ought  to  assume  a  responsibility 
that  really  belongs  to  the  leucocytes,  and  for  which  they  are  well 
equipped  if  the  surgeon  does  not  interfere  with  their  production 
and  their  \vork. 

DISCUSSION. 

Dr.  H.  J.  BoLDT,  of  New  York  :  The  medical  profession  as  a  whole 
should  come  to  some  conclusion  as  to  the  definition  of  the  word  septi- 
caemia. I  do  not  think  Dr.  Morris  meant  just  what  he  said  about 
patients  overwhelmed  with  septicaemia  recovering.  When  the  blood 
has  been  invaded  with  pathological  germs,  such  as  the  streptococcus 
pyogenes,  these  germs  multiply  so  rapidly  that  there  is  little  chance 
for  recovery.  It  has  been  said  that  97  to  98  per  cent,  die  ;  according 
to  my  observation  they  all  die.  Probably  the  speaker  had  reference 
to  a  local  septic  infection.  Patients  suffering  from  septicaemia  in  the 
accepted  meaning  of  that  term  do  not  get  well. 
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Dr.  Willis  G.  Macdonald,  of  Albany :  I  would  like  to  believe 
all  that  Dr.  Morris  tells  us,  but  now  and  then  there  is  an  occasion  in 
my  siuhU  experience  which  does  not  confirm  Dr.  Morris'  impressions 
on  this  important  subject  of  pus  in  the  pelvis  and  peritoneal  cavity. 
This  is  a  subject  on  which  I  think  the  opinions  of  surgeons  will  differ 
very  materially.  I  have  an  abiding  faith  in  a  very  plenteous  use  of 
sterilized  water.  I  am  loath  to  accept  the  view  that  the  introduction 
of  gauze  alone  is  capable  of  giving  ri.se  to  serious  consequences.  I 
should  rather  believe  that  something  has  been  carried  into  the  cavity 
with  the  gauze.  It  would  be  very  beautiful  indeed  if  by  an  examina- 
tion of  the  blood  we  could  always  ascertain  what  was  going  on  in  the 
peritoneal  cavity.  There  are  several  interesting  problems  associated 
with  this  whole  subject  which  have  not  been  brought  out  in  the  pres- 
ent discussion. 


XXXIV.    The    Application   and   Limitations   of   the 
Vaginal  Operation  in  Pelvic  Diseases  in  Women. 

By  J.  RIDDLE  GOFFE,  M.D.. 

NEW   YORK   CITY. 

By  a  strange  shifting  of  ideas,  vaginal  section  for  the  treatment 
of  diseased  appendages,  which  was  devised  in  this  country  by 
Battey,  of  Gv'^orgia,  was  extended  and  enthusiastically  adopted 
in  France,  but  has  lately  been  employed  so  extensively  by  the 
German  operators  that  they  have  obtained  quite  a  monopoly  in 
this  line  of  work.  On  the  other  hand,  laparotomy  for  the  treat- 
ment of  pelvic  disease,  which  was  formerly  advocated  by  the  Ger- 
mans and  employed  exten.sively  in  England,  especially  by  Lawson 
Tait,  has  been  adopted  more  completely  by  tlie  French  operators. 
By  some  it  is  now  known  as  the  American  operation.  In  the 
latter  sense  it  is  applied  more  particularly  to  the  treatment  of 
fibroid  tumors.  The  vaginal  method  in  its  wide  application  to 
pelvic  disease  is,  however,  gradually  obtaining  a  foothold  in  this 
country,  and  the  indications  for  its  employment  are  rapidly  extend- 
ing, in  accordance  with  the  acquired  efficiency  and  skill  of  the 
operator,  to  cover  the  treatment  of  all  pelvic  diseases  when  confined 
to  the  true  pelvis. 

Speaking  broadly,  it  may  be  affirmed  that  any  operation  that 
can  be  done  as  safely  and  as  satisfactorily  for  the  patient  by  the 
vaginal  route  as  by  the  abdominal,  should  be  done  by  the  vaginal 
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method.  The  dangers  are  less,  incomparably  less  ;  the  convales- 
cence is  smooth,  and  the  after-treatment  simple,  the  patient  being 
relieved  of  annoyance  of  stitches,  adhesive  plaster,  bandage  and 
dressings  ;  there  is  no  visible  scar  to  remind  her  continually  of 
her  experiences,  and,  above  all,  there  is  no  danger  of  hernia. 
The  removal  of  stitches,  the  repeated  application  and  removal  of 
adhesive  plaster,  and,  finally,  the  wearing  for  six  months  or  a 
year  of  the  inevitable  abdominal  supporter,  all  this  is  a  great  wear 
and  tear  upon  the  nerves  of  a  woman  already  depleted  by  the  dis- 
ease for  the  relief  of  which  the  operation  was  performed.  Prac- 
tically, no  such  thing  as  a  hernia  or  enterocele  has  been  known 
to  follow  as  the  result  of  vaginal  section,  while  following  abdominal 
section,  even  for  the  relief  of  the  simplest  forms  of  pelvic  disease, 
cases  of  ventral  hernia  are  constantly  presenting. 

Accepting  the  dictum,  then,  that  from  the  stand-point  of  the 
patient  the  vaginal  operation  is  preferable,  it  but  remains  to  be 
considered  what  are  the  indications  for  the  operation  and  what 
may  be  its  limitations. 

Cancer  of  the  Uterus.  Personal  experience  and  the  careful 
study  of  the  experience  of  operators  in  the  wide  fields  of  gyne- 
cology and  general  surgery  have  led  me  to  the  conclusion  that  the 
only  justifiable  radical  operation  for  uterine  carcinoma  is  vaginal 
hysterectomy.  From  the  operative  stand-point  carcinoma  of  the 
uterus  has  two  stages  :  first,  the  stage  in  which  it  is  confined 
absolutely  to  the  uterine  tissue  ;  and,  second,  the  stage  in  which 
the  cancer-cells  have  wandered  out  into  the  surrounding  tissue. 
During  the  first  stage  of  development  an  absolute  cure  may  be 
hoped  for  through  the  operation  of  hysterectomy.  In  this  condi- 
tion vaginal  hysterectomy  is  a  comparatively  simple  procedure — 
simple  for  the  patient  and  simple  for  the  operator.  Moreover, 
there  is  far  less  danger  of  infection  of  the  surrounding  parts  by 
the  cancer  cells  than  is  necessitated  by  the  abdominal  operation, 
and  this  danger  is  one  that  has  been  distinctly  recognized  and 
pointed  out  by  the  most  careful  investigators  in  this  line  of  work. 
In  this  connection  one  point  in  the  technique  may  be  quite  worthy 
of  mention.  I  refer  to  the  importance  of  removing  the  uterus 
intact  instead  of  bisecting  or  quadrisecting  it,  as  has  been  recom- 
mended recently  by  Dr.  Howard  A.  Kelly,  and  for  the  very 
reason  that  I  have  just  mentioned,  namely,  the  danger  of  infect- 
ing the  surrounding  tissue  with  the  cancer  cells. 
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In  the  second  stage  it  must  be  recognized  that  the  disease  is 
beyond  even  the  hope  of  cure.  Although  Cullen  tells  us  in  his 
recent  incomparable  work  on  Cancer  of  the  Uterus  that  the  cancer 
cells  wander  first  into  the  connective  tissue,  and  in  some  cases 
tarry  there  for  an  indefinite  period  before  being  taken  up  by  the 
lymphatics,  the  impossibility  of  determining  when  the  expiration 
of  that  period  has  been  reached  robs  us  of  all  reasonable  prospect 
of  a  cure  when  once  the  cancer  cells  have  passed  beyond  the 
limit  of  uterine  tissue.  Some  operators  are  still  performing  what 
is  called  the  radical  operation  for  cancer,  which  consists  in  ligat- 
ing  through  an  abdominal  incision  the  large  bloodvessels  of  the 
pelvis,  rimming  out  all  of  the  cellular  tissue  and  lymphatics  in 
connection  with  a  panhysterectomy,  in  the  hope  of  heading  off 
the  invasion  before  it  shall  have  involved  the  general  system. 
Examination  of  their  statistics  reveals  the  fact,  as  Richelot 
says,  that  the  patients  thus  operated  upon,  provided  they  have 
survived  the  operation,  are  either  all  dead,  are  about  to  die,  or 
enough  time  has  not  elapsed  since  the  operation  to  indicate  just 
when  their  demise  may  be  expected.  To  my  mind  these  men  are 
following  an  ignis  fatuus.  The  analogy  so  frequently  drawn 
between  the  lymphatics  of  the  breast  and  axilla  and  those  of  the 
pelvis  is  misleading.  In  the  former  the  lymphatics  follow  definite 
lines  and  lead  to  a  central  depot,  while  in  the  pelvis  they  lead  to 
no  common  centre,  but  are  widely  diffused  in  all  directions. 

The  only  hope  in  the  operation  for  cancer  of  the  uterus  lies  in 
forestalling  absolutely  the  first  invasion  of  the  cellular  tissue;  and 
it  is  for  that  reason,  as  well  as  the  danger  of  cancerous  infection 
when  the  operation  is  done  from  above,  that  I  am  ready  to  stand 
upon  the  dictum  that  the  only  justifiable  radical  operation  for 
cancer  of  the  uterus  is  vaginal  hysterectomy. 

Fibroid  Tumors.  The  value  and  importance  of  myomectomy 
as  contrasted  with  hysterectomy  in  case  of  fibroid  tumors  of  the 
uterus  has  been  gaining  ground  rapidly  in  connection  with  the 
general  trend  of  conservatism,  and  in  every  case  the  question 
presents,  Shall  the  operation  be  myomectomy  or  hysterectomy  ? 
Quoting  from  a  recent  paper  of  mine  upon  this  subject :  '^  There 
are  stanch  advocates  of  myomectomy  as  the  operation  of  choice, 
as  the  dominant  operation  in  the  treatment  of  fibroid  tumors  of 
the  uterus  ;  on  the  other  hand,  there  are  strong  advocates  of  the 
sweeping  and  uncompromising  dictum  that  in  all  cases  of  fibroid 
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tumors  of  the  uterus  nothing  short  of  hysterectomy  should  be 
entertained.  For  myself  I  believe  in  conservatism  in  all  depart- 
ments of  gynecologic  surgery.  If,  in  addition  to  saving  the  men- 
strual function  by  retaining  ovarian  tissue,  there  is  prospect  of 
conception,  gestation,  and  motherhood,  my  rule  is  to  save  at  least 
a  portion  of  one  tube  also  and  preserve  for  it  a  patulous  canal. 
If  part  of  an  ovary  can  be  saved  and  her  menstrual  function  pre- 
served to  a  woman  throughout  her  natural  menstrual  period,  it  is 
my  custom  to  leave  one  healthy  ovary  or  part  of  an  ovary  in  case 
of  panhysterectomy  for  fibroid  tumor.  Extending  this  principle 
to  the  uterus  (a  uterus  affected  with  a  fibroma  or  a  number  of 
fibromas)  the  following  rule  holds  :  remove  the  diseased  portions, 
as  many  fibroid  foci  as  can  be  discovered,  but  save  the  uterus.'' 
In  dealing  with  this  class  of  cases  vaginal  section  has  its  indica- 
tions and  also  its  limitations.  Experience  and  facility  of  operation 
on  the  part  of  the  operator  can  only  determine  this  question, 
although  the  location  of  the  tumor  or  tumors  plays  a  large  part 
in  its  solution.  To  illustrate  the  question  at  issue  a  few  typical 
cases  selected  from  my  list  of  the  past  year  may  be  of  interest. 

Case  I. — In  this  case  there  was  a  large  retroverted  uterus,  with  a 
liard,  round  fibroid  an  inch  and  a  half  in  diameter  in  the  posterior 
wall  just  above  the  junction  of  the  cervix  with  the  body,  complicated 
by  firm  adhesions  of  the  uterus  to  the  rectum.  In  this  case  an  incision 
was  made  into  Douglas'  pouch  for  the  purpose  of  breaking  up  the 
adhesions,  then  an  incision  through  the  anterior  fornix,  through  which 
the  fundus  was  delivered  into  the  vagina.  By  drawing  down  firmly 
upon  the  uterus  the  tumor  was  brought  into  easy  reach,  was  enucle- 
ated, and  the  excavation  stitched  with  tier  sutures  of  catgut.  The 
round  ligaments  were  then  shortened  through  the  same  vaginal  incision 
and  the  uterus  restored  to  the  peritoneal  cavity,  where  it  has  remained 
to  the  present  time  in  normal  position,  and  the  patient  has  been  relieved 
of  all  her  symptoms. 

Case  II. — A  woman,  forty- three  years  of  age,  the  mother  of  four 
children,  and  whose  general  health  had  been  wretched  for  a  number 
of  years,  was  found  to  be  suffering  from  a  bilateral  laceration  of  the 
cervix,  extensive  laceration  of  the  perineum,  a  retroverted  and  im- 
movable uterus  wedged  in  place  by  a  number  of  fibroid  developments 
on  the  posterior  wall  and  at  either  side.  The  uterus  was  curetted  and 
packed  with  gauze,  a  trachelorrhaphy  was  performed,  the  anterior  lip 
being  amputated,  and  an  incision  made  through  the  anterior  fornix. 
Through  this,  by  careful,  patient,  and  persistent  manipulation,  the 
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uterus,  with  its  fibroids,  was  delivered  into  the  vagina.  Two  of  these 
were  found  to  be  pedunculated  and  were  readily  pinched  off.  After 
this  smaller  neoplasms,  to  the  number  of  five,  making  seven  tumors 
in  all,  were  shelled  out,  the  incisions  being  so  made  as  to  facilitate  the 
shelling  out  of  two  tumors  through  the  same  incision  in  each  of  two 
instances.  The  round  ligaments  were  then  shortened  through  the 
vaginal  incision  and  perineorrhaphy  performed.  The  temperature 
remained  normal  throughout  her  convalescence,  and  on  the  nineteenth 
day  she  left  for  her  home  at  Elmira.  Being  the  wife  of  a  physician, 
I  have  had  accurate  reports  of  her  steady  improvement  to  complete 
restoration  of  health. 

Case  III.  presented  a  large  retroverted,  adherent  uterus  with  a  small 
fibroid  in  the  anterior  wall,  between  the  bladder  and  the  uterus.  The 
operation  was  performed  as  in  the  two  previous  cases,  but  the  tumor 
was  removed  previous  to  delivering  the  fundus  into  the  vagina.  By 
lifting  up  the  bladder  on  a  strong  retractor  and  dragging  down  the 
uterus  with  volsella  forceps  the  tumor  was  brought  into  full  view 
and  two  smaller  tumors  were  revealed,  one  at  the  side  and  the  other  a 
little  higher  on  the  anterior  wall.  The  three  were  removed  in  the 
usual  way ;  the  fundus  was  then  delivered  into  the  vagina  and  the 
round  ligaments  shortened  to  cure  the  retroversion. 

These  are  simply  typical  cases,  demonstrating  the  fact  that 
when  the  tumors  are  small,  no  matter  in  what  part  of  the  uterus 
they  may  be  located,  the  vaginal  incision  affords  opportunity  for 
their  complete  and  satisfactory  removal. 

Two  other  cases  which  have  passed  through  my  hands  recently, 
in  both  of  which  the  tumors  weighed  something  over  two  pounds, 
were  coextensive  with  the  fundus — that  is,  generally  diffused 
myomata.  In  this  condition  there  was  no  hope  of  preserving  a 
functionating  uterus,  and  in  both  instances  morcellation  per 
vaginam  was  adopted.  The  procedure  went  forward  without 
untoward  incident,  both  patients  making  such  prompt  and  smooth 
recovery  that  they  presented  no  indication  of  the  radical  procedure 
that  had  been  done.  In  both  these  cases,  however,  the  tumor 
was  in  the  true  pelvis. 

When  the  tumor  is  sufficiently  large  and  so  located  that  the 
patient  presents  the  appearance  of  a  woman  at  the  fourth  or  fifth 
month  of  pregnancy,  I  believe  the  limit  is  reached  at  which  it  is 
desirable  to  operate  through  the  vagina,  and  in  those  cases  I 
invariably  perform  supravaginal  hysterectomy  through  the 
abdominal  incision. 
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The  indications,  then,  for  vaginal  section  are  small  multiple 
fibroids  of  the  uterus,  or  larger  tumors  filling  the  pelvis  but  not 
rising  into  the  abdominal  cavity.  The  limitations  are  reached 
when  the  tumor  has  attained  the  size  of  a  five-months'  gestation. 

Salpingitis  and  Ovaeian  Abscess.  These  cases  are  best 
treated  through  the  vagina,  the  posterior  or  the  anterior  incision 
being  first  used  as  an  exploratory  procedure  to  determine  what 
the  character  of  the  operation  shall  be.  If  the  disease  involves 
the  appendages  of  one  side  only,  the  other  appendages  being 
amenable  to  conservative  work,  then  the  pus  is  evacuated,  the 
diseased  appendages  removed,  and  such  conservative  work  as  may 
be  indicated  done  upon  the  remaining  organs.  If,  on  the  other 
hand,  the  appendages  of  both  sides  are  hopelessly  diseased,  pan- 
hysterectomy is  immediately  decided  upon,  and  the  entire  pelvis 
is  relieved  of  all  diseased  tissue. 

As  a  point  of  technique,  I  might  say  that  I  am  using  the  angio- 
tribe  almost  exclusively  in  these  cases,  and  find  that  it  greatly 
facilitates  the  work  in  cases  in  which  adhesions  render  it  difficult 
or  impossible  to  drag  down  the  broad  ligament  within  reach  of 
the  ligature.  In  these  cases  it  is  quite  possible  to  shell  out  the 
diseased  organs,  leaving  intact  the  roof  of  plastic  exudate  which 
shuts  off  the  general  cavity  from  the  pelvis.  There  is  then  no 
soiling  of  the  peritoneum  ;  convalescence  is  smooth  and  satis- 
factory. 

Displacements  of  the  Uterus.  But  while  the  vaginal 
method  in  the  various  conditions  already  discussed  gives  most 
satisfactory  results,  and  is  to  me  far  and  away  the  method  of 
choice,  the  procedure  has  its  ideal  application  in  the  cure  of  dis- 
placements of  the  uterus,  whether  they  be  simple  or  complicated 
by  moderate  disease  of  the  appendages,  with  adhesions. 

The  procedure  consists  in  opening  through  the  anterior  vaginal 
fornix,  breaking  up  adhesions,  delivering  first  the  uterus  and 
then  the  appendages  into  the  vagina,  performing  upon  the 
appendages  such  conservative  work  as  may  be  indicated  to  pre- 
serve the  function  of  one  or  both  ovaries,  and,  finally,  curing  the 
displacement  by  shortening  the  round  ligaments.  I  have  now  on 
my  records  some  70  cases  that  have  been  treated  in  this  way,  in 
which  the  results  are  so  satisfactory  that  I  am  led  to  pronounce 
it,  as  I  have  said,  the  ideal  operation.  In  this  field  of  work  the 
method  must  be  contrasted  with  the  Alexander  operation  and  with 
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abdominal  fixation  or  suspension.  And  to  sum  up  the  wliole  matter 
briefly  in  one  sentence  my  experience  justifies  me  in  saying  that 
it  accomplishes  all  of  the  good  results  of  either  the  Alexander 
operation  or  abdominal  suspension,  and  is  free  from  all  the  objec- 
tionable features  of  both. 

DISCUSSION. 

Dr.  H.  J.  BoLDT,  of  New  York :  While  the  reader  of  the  paper 
takes  the  correct  position  as  to  how  far  it  is  possible  to  operate  upon 
the  pelvic  organs  in  women  through  the  vaginal  route,  I  think  he  has 
gone  a  little  too  far  in  advocating  the  vaginal  route  for  all  cases  of 
cancer  of  the  uterus.  He  says  that  we  should  be  careful  about  infect- 
ing the  tissues  with  cancer  cells,  but  that  such  infection  occurs  has  not 
been  proven.  I  think  the  abdominal  route  is  preferable  for  interstitial 
myomata ;  the  vaginal  route  may  be  employed  for  submucous  tumors. 
It  seems  to  me  more  rational  to  select  the  abdominal  route  for  cases  of 
tubal  disease  because,  owing  to  the  greater  width  of  the  field  of  opera- 
tion, it  is  possible  to  deal  more  effectually  with  diseased  tubes  and  the 
complications  which  are  likely  to  arise. 

Dr.  Thomas  Scully,  of  Rome  :  Where  there  is  an  enlarged  uterus 
it  is  utterly  impossible  to  do  the  vaginal  operation.  I  had  a  case  in 
which  had  I  operated  by  the  vaginal  route  it  would  have  been  only  a 
short  time  before  she  would  have  required  another  operation  for  the 
removal  of  the  tumors.  To  operate  by  the  vaginal  route,  as  a  matter 
of  routine  in  such  cases,  is  certainly  not  true  conservatism.  As  hernia 
is  a  preventable  accident,  the  liability  to  its  occurrence  should  be  no 
argument  against  operating  by  any  particular  route. 

Dr.  a.  H.  Cordier,  of  Kansas  City :  I  agree  with  much  that  has 
been  said  by  the  previous  speakers.  One  of  the  greatest  difficulties  is 
the  removal  of  the  tubes  and  ovaries.  Where  there  are  adhesions  it 
is  often  utterly  impossible  to  do  this  without  stripping  the  intestinal 
walls.  Now,  these  accidents  occurring  at  the  time  of  the  operation,  if 
not  repaired,  leave  serious  conditions  which  frequently  result  in  death. 
We  are  often  confronted  with  alarming  hemorrhages.  The  point  I 
wish  to  make  is  that  it  is  not  only  necessary  to  remove  diseased  condi- 
tions, but  that  it  is  necessary  to  separate  the  adhesions  that  bind  the 
parts  down. 

Dr.  Goffe  :  If  the  uterus  is  small  I  do  not  hesitate  to  remove  it, 
giving  myself  all  the  room  that  I  need.  The  hemorrhage  is  not  of 
sufficient  importance  to  be  considered.  I  never  fail  to  remove  the 
uterus  intact.  If  other  parts  are  accidentally  injured  I  do  not  hesitate 
to  do  a  laparotomy. 
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XXXV.  The  Relation  of  Appendicitis  to  Diseases  of  the 
Uterine  Appendages. 

By  a.  L.  BEAHAN,  M.D., 

CANANDAIGUA. 

The  occurrence  of  right-sided  pelvic  diseases  where  the  ques- 
tion arises  as  to  the  diagnosis  between  disease  of  appendix  and 
appendages  in  the  female  is  frequent  and  sometimes  requires  fine 
discrimination.  Gross  changes  in  the  appendages  resulting  from 
disease  coexisting  with  appendicitis  are  not  uncommon.  There 
has  not  been  shown  to  be  any  direct  relation  except  those  of  prox- 
imity. Functional  disease  of  the  appendages  with  disturbance 
of  normal  action  in  production  of  menstruation  may  be  demon- 
strated to  exist  not  as  a  coincidence,  but  as  a  certain  law  of  cause 
and  effect. 

Recently  each  of  four  young  unmarried  women,  from  seventeen 
to  twenty-three  years  of  age,  in  the  hospital  at  the  same  time  for 
appendicitis,  having  marked  menstrual  disturbances,  arrested  the 
attention  to  a  possible  relation  between  these  conditions.  The 
operation  for  removal  of  the  appendices  were  each  supplemented 
with  an  examination  of  the  right  ovary  at  the  time  of  operation, 
and  in  three  of  the  cases  by  previous  vaginal  and  abdominal  pal- 
pation without  finding  tube  or  ovarian  disease,  so  that  any  men- 
strual irregularity  or  disturbance  was  proven  to  have  been 
functional  or  reflex  rather  than  organic.  The  salient  features 
only  of  these  cases  will  be  given  in  corroboration  of  the  position 
to  be  established. 

Case  I. — Patient  aged  twenty-one  years.  Menses  always  irregular 
and  painful,  requiring  one  day  of  each  period  to  be  passed  in  bed. 
Had  in  May,  1900,  what  seemed  to  be  an  attack  of  pelvic  peritonitis. 
Right  side  swollen  ;  much  gas  in  bowels;  obstinate  constipation  ;  pain 
in  right  side  when  wheeling  or  riding  horseback  for  several  years  last 
past.  Palpation  gave  swollen  region  about  right  appendage,  which 
free  catharsis  dissipated.  Operation  disclosed  head  of  csecum  low 
down,  with  appendix  flexed  and  folded  back  of  csecum.  Base  of  ap- 
pendix a  cuspadore  of  septic  infection ;  colon  studded  with  petechial 
spots,  showing  that  on  its  internal  surface  it  was  covered  with  congested 
areas.  A  prognosis  of  ileocolitis  was  made  at  time  of  operation,  and, 
true  to  prophecy,  the  characteristic  green  stools,  gaseous  distention  of 
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bowels,  and  nervous  phenomena  developed  during  the  next  six  weeks, 
but  convalescence  was  otherwise  satisfactory  and  recovery  as  good  as 
could  be  expected. 

Case  II. — Female,  aged  nineteen  years.  Ill  since  a  child.  Con- 
stipation and  gas  discomforts;  pain  in  right  side  since  she  can  remem- 
ber, on  moderate  physical  exertions.  Menstruation  always  painful  and 
very  irregular.  Six  weeks  prior  had  severe  attack  of  appendicial  local 
peritonitis  at  menstrual  epoch.  An  operation  disclosed  an  anomaly 
of  the  appendix  :  The  appendix  was  free  at  base  and  flexed  back  of 
csecum.  It  passed  for  three-quarters  of  an  inch  between  the  coats  of 
the  csecum,  then  out,  leaving  apex  free.  A  permanent  stricture  had 
formed  in  this  three-quarters  of  an  inch  distance.  The  apex  was  gan- 
grenous ;  several  sutures  were  required  in  muscular  coat  of  csecum  to 
restore  the  parts  from  which  the  appendix  was  dissected  out.  Recov- 
ered.    Menses  since  painless  and  regular. 

Case  III. — Nurse  in  hospital,  under  observation  one  year.  At  sick 
period  had  to  go  to  bed  three  or  four  days  ;  vomited  much  ;  always  suf- 
fered at  these  times  great  pain  in  back  and  pelvis  and  anterior  part  of 
thighs  ;  much  gas  in  bowels.  Grape  seeds  found  in  appendix,  and  large 
phlegmonous  swelling  in  contiguous  omentum  that  promised  certain  and 
speedy  abscess  formation.  Temperature  of  991-°  F.  to  100i°  F.,  with 
a  swollen  appendix,  was  present  at  menstrual  period.     Recovered. 

Case  IV. — Female,  aged  seventeen  years.  Had  not  menstruated 
in  four  months.  Had  had  three  attacks  of  appendicitis  during  past 
seven  months.  Appendix  very  large  and  filled  with  pus.  Patient 
had  been  very  nervous  and  had  painful  menses.  Recovery  with  return 
of  menstruation  shortly  after  leaving  hospital,  and  it  was  painless. 

Looking  over  case-records  I  find  it  to  be  the  fact  that  these 
cases  are  not  exceptions,  but  the  contrary.  Given  a  condition  of 
locked  colon,  constipation  and  gas  accumulations,  an  exaggeration 
of  menstrual  phenomena,  increased  pallor,  languor,  pains,  nausea 
or  vomiting,  more  pronounced  nerv^ous  irritability,  peevishness, 
fretfulness,  a  general  appearance  of  illness,  then  a  suspicion  of 
appendix  disease  should  be  held.  The  appendicial  storm  struck 
the  profession  in  a  startling  way.  At  first  males  had  the  prestige. 
The  general  surgeon  was  called  to  the  work.  The  females  were 
allowed  a  chance  to  have  peritonitis  because  of  appendage  dis- 
ease.    Now,  each  sex  has  equal  rights  to  the  disease. 

The  gynecologist  may  study  wdth  profit  the  relation  of  appen- 
dicitis to  his  patrons'  diseases.  Often  the  appendix  has  been 
found  to  be  attached  to  the  ovary,  and  one  or  both  disorganized 
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A  limited  experience  will  show  that  fact.  I  have  a  case  in  mind. 
Menstrual  flow  always  excessive  and  pain  very  great.  Menses  so 
irregular  that  they  were  sometimes  absent  for  months.  Appen- 
dix at  point  of  contact  and  adherence  had  a  gangrenous  inclusion  ; 
ovaries  fibrous  and  cystic.  Such  gross  lesions  with  their  his- 
tories pave  the  way  for  our  belief  that  the  functional  interdepen- 
dence is  proven.  History  of  our  own  cases  shows  profound 
impressions  where  chronic  appendicitis  exists  in  the  female  prior 
to  operation.  At  least  four  cases  have  been  under  daily  or  semi- 
weekly  observation  for  one  to  five  years.  Anaemia,  loss  of  flesh; 
sometimes  jaundice  is  present.  Often  fecal  poisoning  from  torpor 
of  colon  has  been  associated. 

In  the  cases  most  closely  observed  a  mean  temperature  of  99|^° 
to  100^°  F.  was  found  for  several  days  during  the  menses,  with  a 
tender,  swollen  appendix.  This  seemed  to  clinch  the  diagnosis 
as  being  appendicitis.  The  majority  of  cases  have  occurred  in  the 
unmarried  or  in  the  married  women  who  have  not  borne  children. 
Why  should  appendicitis  cause  menstrual  disturbances?  Does 
this  inflamed  abdominal  tonsil  produce  similar  profound  systemic 
disturbances  as  does  its  throat  prototype?  Is  the  cause  to  be 
attributed  to  the  influence  of  torpor  or  paresis  of  bowel  from  the 
usual  involvement  of  the  peritoneal  coat  of  the  head  of  the 
caecum  ?  In  severe  chronic  appendicitis  this  seems  probable.  In 
milder  cases,  where  adhesion  or  pus  pockets  are  not  found,  a  red- 
dened splotch  will  be  seen  extending  upward  to  the  head  of  the 
caecum.  The  proneness  of  the  female  to  colon  and  rectal  accumu- 
lations with  less  discomfort  than  when  this  occurs  in  the  male  is 
in  evidence.  Freeing  the  colon  and  lower  bowel  with  cathartics 
especially  directed  to  them,  as  with  aloes,  has  always  been  an 
efficient  method  of  obtaining  an  emmenagogue  action  of  medicines. 
Reasoning  from  effect  to  cause,  it  may  properly  be  argued  that 
the  full  bowel  induced  by  appendicial  disease  causes  the  men- 
strual irregularity.  If  so,  constipation,  gas  formation  from 
indigestion,  stasis  of  food  changes,  auto-infection  in  bowel,  nausea 
or  vomiting,  pallor,  sallowness  of  skin,  or  a  muddy  complexion, 
loss  of  flesh,  repeated  sharp  impressions  of  these  attacks  on  the 
nervous  system,  with  slight  febrile  attacks  maintained  for  several 
days,  make  features  that  should  be  apprehended  and  correctly 
interpreted.  In  this  discrimination  as  to  the  diagnosis  of  appen- 
dicitis in  the  female   it  is  necessary  to  exclude  right  tube  and 
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ovary  disease  by  familiar  methods.  The  removal  of  an  appendix 
is  never  to  be  regretted  when  diseased.  As  its  removal  in  this 
class  of  cases  may  be  expected  to  correct  the  train  of  miseries 
associated  with  functional  menstrual  disorders,  it  should  be  done 
earlier  than  in  probably  any  other  form  of  appendicitis.  It  seems 
to  be  borne  out  by  the  cases  observed  tliat  the  nervous  symptoms 
of  appendicitis  in  the  female  are  out  of  proportion  to  the  cause  as 
measured  by  the  same  class  of  cases  in  the  male,  and  to  be  as 
much  or  more  pronounced  than  the  nervous  manifestations  of 
inflammation  and  abscess  of  the  Fallopian  tubes.  This  probably 
is  because  in  appendix  inflammation  the  organ  hangs  suspended  in 
the  abdominal  cavity  and  is  affected  by  muscular  and  postural 
acts,  while  in  the  inflammation  of  the  tube  it  is  steadied  more  by 
its  anatomical  relations,  and  adhesions  are  a  more  frequent  occur- 
rence. And  in  diseases  of  the  appendages,  though  menstrual  pains 
are  often  severe,  menstrual  irregularities  are  not  especially  promi- 
nent. To  recapitulate,  a  febrile  disturbance  during  menstruation, 
with  a  swollen,  tender  appendix,  obstinate  constipation  and  gas 
formation  in  bowel,  painful,  retarded  menses,  pain  in  lower  seg- 
ment of  abdomen,  especially  in  right  side,  loss  of  flesh,  pallor,  or 
muddy  complexion,  peculiar  nervous  symptoms,  as  irritability, 
exhaustion  occurring  in  a  more  exaggerated  form  than  is  peculiar 
to  the  individual,  make  the  probability  of  a  diseased  appendix 
very  certain  and  its  speedy  removal  imperative.  The  tempera- 
ture hovering  around  the  991-°  F.  mark  for  days  at  a  time  in 
these  cases  establishes  the  diagnosis.  The  tolerance  of  the  female 
peritoneum  for  pus  and  localized  inflammation  should  be  remem- 
bered, and  slight  signs  be  received  with  suflicient  warning.  A 
full-fledged  attack  of  appendicitis  should  not  occur,  but  be  antici- 
pated in  the  radical  operation. 
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XXXVI.  Contributions  to  Abdominal  Surgery. 
By  JAMES  E.  KELLY,  M.D., 

NEW  YORK  CITY. 

Two  cases  in  my  practice  seem  worthy  of  notice  owing  to  their 
success  and  some  novelties  in  the  details  of  the  operations. 

The  first  was  a  case  of  cirrhosis  of  the  liver  occurring  in  a  woman, 
an  inebriate  of  thirty-one  years,  who  had  been  ailing  for  three  years, 
during  which  period  paracentesis  had  been  performed  frequently,  in 
thirty-eight  days  before  operation  removing  339  ounces  of  fluid.  She 
was  in  the  last  stage  of  exhaustion,  and  was  a  most  unpromising  case, 
but  circumstances,  I  am  glad  to  say,  coerced  me  to  operate  against  my 
judgment.  I  found  the  liver  contracted  and  the  abdominal  serum  and 
organs  deeply  stained  with  bile.  Recognizing  the  advantages  of  a 
large  surface  of  contact  between  the  omentum  and  the  parietal  peri- 
toneum as  a  development  of  the  Drummond-Morison  operation,  to 
establish  artificial  anastomosis  between  the  chylopoetic  and  the  gen- 
eral circulation,  I  resorted  to  two  experiments :  First,  I  folded  the 
omentum  over  and  sutured  it  to  the  falciform  ligament  of  the  liver, 
also  attaching  it  to  the  abdominal  wall  over  a  large  area  on  both  sides 
of  the  ligament ;  and,  second,  before  introducing  the  sutures  I  smeared 
the  surfaces  about  to  be  approximated  with  a  40  per  cent,  solution  of 
formalin,  with  the  object  of  promoting  adhesive  inflammation  by  the 
application  of  an  absolutely  aseptic  irritant.  An  aperture  was  made 
in  the  right  linea  semilunaris  below  the  level  of  the  umbilicus,  and  a 
rubber  tube  was  inserted  to  the  depth  of  six  inches.  The  drainage 
was  insignificant,  although  many  measures,  such  as  aspiration,  were 
adopted  to  make  it  effectual,  owing  to  the  rapidity  with  which  the 
acetic  fluid  had  accumulated  before  the  operation.  For  the  first  few 
days  the  abdomen  appeared  to  increase  in  size ;  but  notwithstanding 
the  failure  of  obtaining  any  discharge  through  the  drainage-tube,  the 
signs  of  serious  accumulation  were  not  definite.  The  patient  gradually 
gained  strength  and  the  icterus  lessened.  In  the  course  of  a  few 
weeks  she  was  able  to  leave  her  bed,  to  which  she  had  been  confined 
for  six  months  previously.  The  improvement  continued  until  she 
went  to  the  country,  some  two  months  since.  The  last  report,  which 
was  received  two  days  ago,  was  that  she  continued  in  excellent  health. 

The  second  case  was  also  connected  with  the  liver,  in  which  a  new 
ductus  communis  choledochus  was  formed.  It  also  occurred  in  a  female 
subject  who  was  successively  operated  on  by  two  distinguished  physi- 
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cians,  the  first  for  gallstones,  after  which  a  complete  biliary  fistula 
remained  ;  the  second  operation  was  an  attempt  to  close  the  fistula 
after  the  removal  of  the  gall-bladder,  but  it  was  similarly  unsuccessful. 
The  patient's  condition  when  she  passed  under  my  care  was  most 
depressing,  as  she  suffered  from  extreme  malnutrition  owing  to  the 
absolute  absence  of  all  traces  of  bile  in  the  intestinal  canal.  The 
patient  did  not  weigh  more  than  seventy  pounds.  The  secretions  were 
entirely  discharged  through  a  fistula  situated  at  the  junction  of  the 
epigastric  and  right  hypochondriac  regions  about  two  and  one- half 
inches  from  the  costal  arch. 

I  made  a  circular  incision  around  the  external  aperture  of  the  fistula 
an  inch  in  diameter,  and  carried  the  incisions  inward  and  outward 
parallel  to  the  costal  arch.  These  incisions  disclosed  a  solid  mass  of 
cicatricial  tissue,  in  which  the  liver,  colon,  kidneys,  and  duodenum 
were  inextricably  embedded.  This  mass  occupied  the  space  normally 
constituting  the  peritoneal  cavity,  and  was  necessarily  adherent  to  the 
before-mentioned  organs. 

I  inserted  a  probe  into  the  fistula,  and  dissected  a  tube  of  the 
cicatricial  tissue  from  the  entire  mass  until  I  reached  the  transverse 
fissure  of  the  liver,  which  I  recognized  as  a  depression  on  the  under 
surface  of  the  invisible  organ  felt  through  the  mass  of  neoplasm.  I 
had  hoped  to  be  able  to  discover  the  ductus  communis  choledochus  at 
this  stage  of  the  dissection,  but  the  structures  were  not  distinguishable, 
and  I  was  left  in  the  predicament  of  having  a  tube  about  four  inches 
long  composed  of  presumably  perishable  scar  tissue.  I  determined  to 
implant  it  in  the  duodenum,  and  consequently  I  resumed  my  dissec- 
tion in  a  new  direction.  Guided  by  the  comparative  resistance  of  the 
bodies,  I  dissected  behind  the  hepatic  flexure  of  the  colon,  separating 
it  from  the  liver,  and  proceeded  backward  and  inward  until  I  reached 
the  anterior  surface  of  the  right  kidney,  when  I  changed  my  course 
directly  inward,  until  I  reached  the  vena  cava,  where  I  knew  the  duo- 
denum must  lie  to  the  front  of  the  most  internal  part  of  the  dissection. 
I  made  an  incision  forward  and  opened  the  duodenum.  I  inserted 
the  disk  that  I  had  left  on  the  external  end  of  the  fistulous  tube,  and 
secured  it  with  a  purse-string  suture.  I  brought  the  parts  into  as 
favorable  apposition  as  their  rigidity  w^ould  permit,  and  applied  an 
ordinary  dressing.  For  a  few  days  bile  escaped  from  the  wound,  a 
condition  which  I  ascribed  to  a  small  incision  which  probably  was 
inflicted  on  the  tube  owing  to  the  difficulties  attending  its  manu- 
facture. On  the  ninth  day  the  discharge  ceased,  and  the  wound 
closed  gradually.  In  three  months  the  patient  was  restored  to  perfect 
health. 
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XXXYII.  Tetanus  Following  Clean  Operation  Wounds. 
By  JOSEPH   B.  BISSELL,  M.D., 

NEW  YORK    CITY. 

The  sudden  advent  of  symptoms  of  tetanus  after  an  apparently 
clean  operation,  where  the  wound  had  united  by  first  intention 
without  any  indication  of  other  infection,  is  so  rare  that  the  fol- 
lowing two  cases  seem  worthy  of  consideration,  more  especially 
because  in  both  cases  the  disease  went  on  to  a  fatal  termination. 

The  operations  were  months  apart.  Both  took  place  in  St. 
Vincent's  Hospital,  New  York  City.  One  was  operated  upon 
by  myself  and  the  other  by  my  colleague,  Dr.  John  Aspel.  One 
occurred  in  one  building  of  the  hospital,  the  other  in  another 
building.  These  buildings  are  at  different  ends  of  a  city  block, 
connected  with  each  other  only  by  a  long  corridor.  Neither 
operator  was  present  at  the  other's  operation.  There  was  a  sepa- 
rate staff  of  assistants  as  well  as  nurses.  None  of  the  instruments 
were  used  in  both  operations.  The  ether  was  given  in  both  cases 
by  the  same  physician.  The  catgut  used  was  prepared  and  treated 
in  the  same  room  and  by  the  same  person,  and  taken  from  the 
same  general  reservoir  in  both  cases  ;  but  the  dressings  as  well  as 
the  instruments  had  been  kept  in  different  operating-rooms.  The 
above  two  circumstances  are  all  that  the  two  cases  have  in 
common.  Several  hundred  other  cases  before  those  operations 
and  since  have  had  the  same  etherizer  and  the  same  catgut,  and 
there  have  been  no  other  cases  of  tetanus.  It  would  seem  fair, 
therefore,  to  throw  out  any  suspicion  of  their  complicity  in  the 
infection.  Both  these  cases  were  women,  and  both  were  abdom- 
inal operations,  in  a  sense. 

Case  I. — P.  H.,  female,  aged  thirty-six  years,  German  nativity. 
Family  history  negative.  Her  general  health  had  always  been  of  the 
best.  A  few  years  ago  she  had  had  some  trouble  with  her  teeth,  and 
several  had  been  drawn.  She  wore  a  plate  of  false  teeth  when  she 
entered  the  hospital.  Had  had  three  children  ;  last  child  two  years 
ago.  All  of  her  labors  normal,  and  children  healthy.  About  six 
months  ago  her  present  condition  began.  Her  symptoms  became 
gradually  worse,  until  upon  entering  the  hospital  she  had  a  procidentia 
uteri  to  a  degree  that  the  os  protruded  through  the  vulva.      The 
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patient  was  a  well-nourished  woman,  all  her  functions  and  organs 
normal,  except  for  constipation.  On  October  29,  1900,  she  was  pre- 
pared in  the  usual  way  for  operation,  but  as  there  had  been  a  nunil)er 
of  cases  in  which  pus  was  present  in  the  hospital,  special  care  was 
taken  in  the  disinfection  of  the  patient  and  the  antiseptic  precautions 
with  the  surgeons  and  the  dressings.  Under  ether  ansesthesia  the 
cervix  was  dilated  and  the  uterus  curetted.  As  the  perineum  was 
somewhat  relaxed,  a  moderate  perineorrhaphy  was  perfonned.  Next  a 
double  Alexander  operation  was  performed.  The  patient  came  out  of 
the  anaesthesia  in  good  condition.  The  operation  was  rather  long, 
lasting  about  two  hours.  The  patient  ran  a  normal  post-operative 
course,  with  the  exception  that  on  the  fifth  day  the  temperature  was 
a  little  over  99°.  On  the  fourth  day  following  the  operation  the 
dressings  were  removed  and  the  wounds  in  the  inguinal  region  were 
found  united  by  first  intention.  The  stitches  used  were  catgut  in  each 
wound,  except  in  the  perineal  wound,  where  one  silkworm-gut  suture 
was  put  in.  This  was  removed,  together  with  the  catgut  stitches,  on 
the  sixth  day,  when  the  perineal  wound  seemed  to  be  united.  On  the 
fourteenth  day  following  the  operation  the  patient  complained  of 
stiffness  about  her  jaws  and  some  difficulty  in  opening  her  mouth. 
On  the  next  day  the  muscular  rigidity  about  the  jaws  had  increased, 
and  she  exhibited  marked  signs  of  trismus.  She  also  had  pain  on 
deglutition  as  well  as  a  feeling  of  constricting  bands  about  the  throat. 
Her  temperature  and  pulse  were  normal.  On  November  loth,  the 
day  following,  her  general  condition  was  worse,  and  she  had  an 
anxious,  strained  expression  in  her  face.  From  time  to  time  there 
was  a  spasmodic  contraction  of  the  facial  muscles,  exhibiting  the 
symptoms  of  risus  sardonicus.  At  this  time  began  periodical  con- 
tractions of  the  abdominal  muscles.  Two  days  later,  for  the  first  and 
only  time,  until  the  day  before  her  death,  the  temperature  went  to 
100.2°.  Her  pulse  now  became  much  more  rapid,  and  she  was 
gradually  losing  strength.  She  continued  to  have  convulsive  move- 
ments of  different  sets  of  muscles,  principally  in  the  abdominal  region 
and  about  the  face  and  neck,  her  pulse  at  this  time  running  from  112 
to  120,  her  respiration  being  24  to  30.  On  the  evening  of  November 
21st  her  temperature  suddenly  went  to  102.5°,  her  pulse  138,  respira- 
tion 104.  AVhen  free  from  her  convulsions  she  had  no  pain  and  no 
other  symptoms  except  that  the  jaw  was  very  rigidly  fixed  up  to  forty- 
eight  hours  before  her  death.  She  died  on  the  morning  of  November 
26th  of  heart-failure,  her  general  circulatory  condition  having  weak- 
ened perceptibly  in  the  last  twenty-four  hours.  The  treatment  con- 
sisted of  large  doses  of  chloral,  bromide,  and  physostigmine.  Twenty 
grains  of  the  chloral,  fifteen  grains  of  bromide  of  soda,  and  one-sixth 
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of  a  grain  of  physostigmine  were  given  every  four  hours.  It  was  pos- 
sible by  this  means  to  diminish  the  convulsive  movements  very  mark- 
edly, so  that  there  was  no  marked  increase  of  such  symptoms  from  the 
beginning  of  her  spasms. 

Case  II. — Patient  was  a  fairly  well-nourished  woman,  aged  about 
forty  years,  upon  whom  the  laparotomy  was  performed  on  September 
6,  1900.  The  abdominal  incision  was  large,  and  through  it  a  ten  and 
one-half  pound  fibroid  was  removed,  together  with  the  uterus  and 
adnexte.  There  were  no  complications  with  the  removal.  Hemorrhage 
was  controlled  and  prevented  by  the  use  of  the  angiotribe  and  heavy 
silk  ligatures.  The  abdominal  wound  was  closed  by  a  single  layer  of 
deep  silkworm -gut  sutures.  A  few  superficial  layers  of  the  same 
material  were  also  taken.  Anaesthesia  lasted  two  hours,  and  the 
operation  one  hour  and  fifty  minutes.  At  its  conclusion  the  patient 
was  in  a  very  good  general  condition  and  experienced  practically  no 
shock.  After  operation  patient  did  well,  and  with  two  exceptions  the 
course  was  uneventful.  The  temperature  was  somewhat  irregular  and 
the  bowels  somewhat  troublesome.  On  the  morning  following  the 
operation  the  temperature  was  101°,  and  from  this  time  on  for  eight 
days  it  did  not  go  below  100°,  but  vibrated  between  this  and  102°. 
This  temperature  was  thought  to  be  due  to  the  condition  of  the  bowels, 
especially  as  there  was  great  difficulty  in  attempting  to  get  intestinal 
evacuations.  Eight  and  one-half  days  after  the  operation  there  was 
first  noticed  a  slight  trismus  and  a  rigidity  of  the  post-cervical  muscles. 
This  condition  grew  so  rapidly  worse  that  inside  of  a  few  hours  the 
jaws  were  firmly  locked,  and  there  was  a  large  accumulation  of  mucus 
in  the  pharynx  with  great  rigidity  of  the  neck  muscles.  In  the  after- 
noon of  this  day  there  were  two  severe  spasms,  lasting  about  two 
minutes  each.  There  was  rather  profuse  perspiration  following  the 
injection  of  antitoxin,  which  was  used  at  10  o'clock  in  the  morning, 
the  first  symptoms  of  the  tetanus  having  been  noticed  at  9  o'clock. 
Two  more  injections  of  20  c.c.  each  were  given  during  the  afternoon. 
The  first  injection  contained  40  c.c.  Board  of  Health  antitoxin  was 
used.  At  this  time  the  temperature  was  103°,  but  soon  fell  to  102°, 
remaining  there  until  the  next  morning.  On  this  day — the  fifteenth 
— the  dressings  were  removed  and  the  wound  examined.  It  was  of 
healthy  appearance,  and  there  was  no  local  tenderness.  All  sutures 
were  removed.  The  next  day — the  sixteenth— the  patient  grew  con- 
tinually and  rapidly  worse.  The  muscular  rigidity  was  more  marked, 
and  the  clonic  spasms  increased  in  rapidity  and  duration  until  they 
were  coming  on  every  half  or  even  quarter  of  an  hour.  At  first  only 
the  face,  trunk,  and  upper  extremities  were  rigid ;  later  the  rigidity 
was  general.     In  addition  to  the  antitoxin,  of  which  160  c.c.  were 
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given,  chloral  aud  bromide  and  physostigmine  were  also  used  as  seda- 
tives. Chloroform  inhalations  and  morphine  hypodermically  were 
also  given. 

The  temperature  rose  and  the  pulse  increased  to  105°  and  160 
respectively,  the  convulsions  getting  stronger  and  the  patient  getting 
weaker,  until  she  died  of  exhaustion  on  the  afternoon  of  the  sixteenth 
day.     During  the  last  hour  the  patient  was  semicomatose. 

It  will  be  seen  that  the  course  of  the  tetanus  was  distinctly 
different  in  the  two  cases.  In  Case  I.  the  disease  began  and 
lasted  practically  without  any  temperature  for  days.  It  began 
in  this  case  on  the  fourteenth  day,  and  death  occurred  at  the  end 
of  two  weeks.  In  Case  II.  it  began  on  the  ninth  day,  and  the 
patient  lasted  only  a  little  over  twenty-four  hours.  In  the  first 
instance  no  tetanus  antitoxin  was  used  ;  in  the  second  case  it  was 
used  subcutaneously  in  fairly  large  quantities. 

Aside  from  the  sudden  and  startling  appearance  of  the  tetanus, 
going  on  to  death  in  one  case  in  a  little  more  than  twenty-four 
hours,  the  most  interesting  features  for  discussion  are  the  etiology 
and  the  treatment. 

Such  adjectives  as  idiopathic,  rheumatic,  spontaneous,  and 
auto-infectious,  to  describe  the  cause  of  tetanus,  are  used,  I  believe, 
simply  to  cover  up  our  ignorance,  and  are  silly  subterfuges 
unworthy  of  scientific  men.  The  following  facts  about  tetanus 
are  proven  and  undisputed  : 

The  disease  is  caused  by  a  germ,  which,  with  its  toxin  as  w^ell, 
has  been  clearly  isolated.  According  to  Park,  one  of  the  best 
known  American  bacteriologists,  the  tetanus  bacillus  occurs  in 
nearly  all  garden  soil,  superficially  and  to  the  depth  of  several 
feet,  especially  soil  which  has  been  manured.  It  occurs  in  hay- 
dust,  in  the  intestine  of  the  horse  and  cow,  and  hence  in  cow 
manure;  in  the  mortar  of  old  masonry  ;  in  the  dust  from  rooms, 
barracks,  and  hospitals  ;  in  the  air,  and  in  the  poison  used  on  the 
arrows  of  certain  savages  who  obtain  it  from  crab-holes  in  the 
swamps.  The  spores  of  this  bacillus  are  very  resistant  ;  they 
retain  their  vitality  for  months  and  years  in  a  desiccated  condi- 
tion. The  bacillus  -svill  not  grow  in  the  presence  of  oxygen  or 
of  moist  acids.  It  takes  three  hours'  soaking  in  a  1  :  1000 
bichloride  solution  to  destroy  the  spore.  Carbolic  acid  in  10  per 
cent,  solution  will  kill  it.  An  exposure  of  an  hour  to  80°  C. 
does  not  affect  it.      A  five-tenths  of  a  1  per  cent.  HCl  solution 
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will  destroy  it  in  five  minutes.  The  great  virulence  of  this  germ 
is  well-known.  It  grows  best  at  37°  C.  It  does  not  multiply  in 
the  human  body,  but  produces  lesions  through  which  absorption 
takes  place  at  the  point  of  entrance.  The  longevity  of  the  bacillus 
is  remarkable. 

The  toxin  of  tetanus,  according  to  the  best  authorities,  has  a 
selective  affinity  for  the  cells  of  nerve  tissue.  It  acts  directly  on 
the  substance  of  the  motor  ganglia  and  produces  changes  in  them. 
In  the  cases  which  recover  these  changes  either  are  not  produced 
or  they  cannot  be  very  lasting  ones,  as  but  few  cases  are  on  record 
where,  after  a  cure,  the  results  of  the  muscular  spasm  remain. 
Examples  of  the  longevity  of  the  tetanus  bacillus  are  frequent  and 
undisputed.  Hermann  Kaposi  reports  a  case  where  the  germ 
entered  the  body  at  the  time  of  an  accident  which  occurred  five 
and  a  half  years  previous  to  his  operation.  The  operation 
developed  tetanus,  and  the  case  terminated  fatally.  Another  case 
was  that  of  an  officer  in  the  German  Army  who  was  injured  by  a 
bullet  passing  through  the  soft  parts  of  the  pelvis  and  injuring 
the  bones.  The  bullet  was  removed  at  some  distance  from  the 
point  of  entrance,  and  both  entrance  wound  and  w^ound  of  removal 
healed  kindly.  Two  and  a  half  years  afterward,  following  a  hard 
day's  exercise  in  stormy  weather,  tetanus  symptoms  developed, 
and  he  died  on  the  fifth  day.  The  surgeon  who  reported  this  case 
believes  that  this  exposure  to  cold,  with  a  tired-out  body,  had 
lowered  the  resistance  of  the  tissues  so  that  the  tetanus  germ, 
which  had  been  present  and  quiescent  during  these  years,  was 
stimulated  into  activity,  and  tetanus  infection  took  place.  There 
was  no  other  exposure  to  a  tetanus  germ  that  could  be  discovered 
after  a  most  careful  investigation. 

Cheeseman  reports  a  case  of  tetanus  coming  on  eight  months 
after  vaccination.  A  number  of  other  cases  are  on  record  in 
which  the  disease  developed  several  months  or  even  years  after 
the  known  exposure  to  the  bacillus.  Dupuytren  reports  a  case  of 
tetanus  following  an  operation.  At  the  autopsy  it  was  accidentally 
discovered  that  a  tiny  piece  of  a  whip  was  embedded  in  a  scar  on 
the  body.  The  patient  had  complained  of  neuralgic  pains  in  the 
scar  for  the  past  several  months. 

Morgan  reported  a  case  where  a  splinter,  which  had  caused  a 
neuralgia  lasting  two  months,  was  removed,  and  rabbits  inocu- 
lated with  it  died  in  a  few  days  of  tetanus.     In  this  country  aiid 
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abroad  numerous  well -authenticated  cases  of  tetanus  are  recorded 
following  vaccination,  erysipelas  injections,  and  other  serum  injec- 
tions. In  many  of  these  the  time  between  the  introduction  of  the 
serum  and  the  development  of  the  tetanus  is  of  varying  length. 
It  is  not  known  how  long  the  tetanus  bacillus  will  keep  its  vitality 
in  living  tissues.  Why  these  bacteria  should  remain  quiescent 
in  the  body  for  days  or  months  or  even  years  and  then  suddenly 
become  active  and  produce  their  toxin  is  hard  to  explain.  AVe 
can,  however,  surmise  that  the  resistance  of  the  human  body  to 
these  germs  as  well  as  others  may,  through  some  injury  to  the 
tissues,  or  depression  caused  by  an  operation,  a  severe  cold,  or 
other  irritation,  become  weakened  and  thus  give  stimulus  to  the 
bacillus  to  produce  its  toxin,  and  the  disease  occurs. 

As  to  the  point  of  entrance  of  the  poison,  the  bacilli  themselves 
in  all  probability  do  not  enter  very  extensively,  at  any  rate,  the 
human  body.  They  make  a  lesion,  however,  through  which  the 
toxin  is  absorbed.  Thalmann,  in  a  large  number  of  experiments 
on  animals,  proved  that  the  most  favorable  point  for  incubation 
of  the  tetanus  bacilli  and  of  entrance  for  its  poison  was  the  cavity 
left  after  the  extraction  of  a  tooth — next  most  infectious  were 
wounds  of  the  nose  and  mouth.  Injections  of  the  tetanus  bacillus 
into  the  stomach,  the  intestine,  and  the  urethra  gave  negative 
results,  even  when  the  lining  of  these  organs  had  been  injured  or 
was  diseased.  If  the  breathing  apparatus  were  sound  and  un- 
disturbed no  effect  was  caused  by  the  inhalation  of  the  germs. 
In  one  case  where  catarrhal  inflammation  was  present  infection 
occurred.  Diseased  tonsils  offered  a  most  acceptable  road  of 
entrance. 

For  my  own  cases  there  are  only  two  possible  explanations  for 
the  origin  of  the  tetanus  :  either  want  of  proper  disinfection 
against  this  germ  or  a  preceding  exposure,  the  bacillus  remaining 
innocuous  until  excited  by  the  trauma  of  an  operation. 

As  to  the  asepsis  :  As  there  had  been  several  instances  of  slight 
infection  in  the  operative  cases  in  the  hospital,  special  pains  were 
taken  with  these  cases  in  order  to  prevent  any  more  pus.  The 
patient,  the  field  of  operation,  the  hands  of  the  operator  and  his 
assistants,  the  instruments  and  the  dressings  were  carefully 
prepared  and  rendered  as  near  aseptic  as  practicable  methods 
could  devise.  Other  patients  were  operated  upon  on  the  same 
day,  the  days  preceding,  and  the  following  days,  under  as  near 
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as  possible  the  same  conditions,  and  no  other  case  of  tetanus 
developed. 

As  regards  a  dormant  bacillus,  the  cases  in  the  literature  cited 
above  would  seem  to  prove  that  such  a  proposition  is  possible, 
and,  indeed,  much  more  probable  than  that  infection  took  place 
at  the  time  of  operation.  In  the  first  case  reported  by  me — that 
of  P.  H. — the  cavities  left  by  extraction  of  her  teeth  several 
months  before  may  have  been  the  starting-point  of  this  disease. 

Treatment.  The  modern  treatment  of  tetanus  resolves  itself 
into  two  classes  :  preventive  treatment  by  means  of  vaccination, 
and  treatment  after  the  disease  is  present.  Preventive  treatment 
should  be  carried  out  wherever  there  are  cases  of  tetanus  in  the 
hospital  or  in  the  neighborhood  of  an  operation  ;  where  there  is  a 
history  of  exposure,  however  remote,  in  a  given  case  for  operation, 
or  in  an  accidental  wound  ;  in  those  districts  where  tetanus  is 
common,  or  in  recent  injuries  where  the  wound  has  been  con- 
taminated with  earth  in  any  way.  The  injection  is  harmless  if  it 
be  a  definite  and  well-prepared  antitoxin,  and  the  probability  of 
its  success  is  great.  Tizzoni  reports  two  cases  infected  with  a 
very  virulent  tetanus  culture.  Both  were  students  in  his  labora- 
tory. Antitoxin  was  used  subcutaneously.  One  case,  in  which 
it  was  used  on  the  third  day  following  infection,  had  very  slight 
symptoms,  and  recovered.  The  other  case  was  injected  within 
twenty-four  hours.  At  the  end  of  thirteen  days  he  had  slight 
convulsions  of  the  muscles  of  the  extremities,  and  recovered 
without  further  symptoms.  Bazy,  in  his  surgical  clinic,  when  he 
thought  there  were  conditions  favorable  to  tetanus,  immunized  all 
his  cases  before  operation  by  injections  of  the  serum.  In  his 
twenty-three  cases  none  had  tetanus,  while,  under  exactly  similar 
conditions  in  the  preceding  year,  not  having  taken  anti-tetanic 
precautions,  he  had  four  cases.  In  a  tetanus  epidemic  in  Prague, 
at  one  of  the  obstetric  clinics,  for  nearly  a  year  all  antitoxic 
measures  failed  to  prevent  the  appearance  of  new  cases.  After 
preventive  vaccination  was  used  in  every  woman  before  confine- 
ment there  were  no  cases,  while  in  the  neighboring  clinics  there 
were  numerous  cases. 

When  tetanus  is  present  it  can  be  treated  in  three  ways  :  by 
medicine,  usually  in  the  form  of  sedatives  ;  by  injections  of  anti- 
toxin, and  by  a  combination  of  the  two  methods.  A  fourth  way 
is  by  the  injection  of  some  antiseptic  solution,  such  as  bichloride 
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of  mercury  or  carbolic  acid,  or  by  extractives,  such  as  brain 
emulsion.  These  substances,  however,  have  not  proved  satisfac- 
tory, and  in  several  recorded  cases  this  method  has  done  positive 
harm.  Inasmuch  as  the  antitoxin  affects  at  once  the  tetanus 
poison  in  the  circulation  and  destroys  it  as  rapidly  as  it  arrives, 
it  is  unnecessary  to  reopen  healed  wounds  to  disinfect  or  to  excise 
them,  nor  is  it  necessary  to  amputate  members  of  the  body,  the 
antitoxin  being  able,  as  soon  as  injections  are  begun,  to  take  care 
of  and  neutralize  all  the  toxin  as  fast  as  it  is  produced. 

The  drug  treatment  consists  almost  entirely  of  sedatives  in  large 
doses,  the  heart's  action  being  kept  up  at  the  same  time  with 
stimulants  introduced  by  the  rectum  if  necessary,  and  digitalis 
and  nitroglycerin  by  hypodermic  medication. 

The  serum-therapy  offers  very  favorable  prospects  for  the  cure 
of  tetanus.  In  experiments  made  upon  animals  it  was  found  that 
the  injections  of  antitoxin  would  either  save  them  from  infection 
or  cause  a  cure  after  the  outbreak  of  convulsions.  The  serum 
must  be  of  a  high  class  and  of  a  definite  quality.  It  has  no 
specific  poisoning  effect  on  the  organism.  Steuer  proved  that  a 
neutralization  of  the  toxin  by  the  antitoxin  takes  place  in  a  thor- 
oughly mechanical  manner,  this  new  combination  being  in  itself 
harmless.  Antitoxin  affects  only  the  toxin  in  circulation,  not 
that  already  taken  up  by  the  nerve  cells.  We  cannot  act  by  injec- 
tions upon  the  poison  already  in  combination  with  the  protoplasm. 
The  serum  must  be  absolutely  sterile.  If  possible,  the  first  injec- 
tion must  be  given  inside  of  the  first  twenty-four  hours  after  the 
outbreak  of  the  symptoms,  and  must  be  copious  in  quantity.  It 
can  be  given  either  subcutaneously,  intravenous,  subdural,  or 
intracerebral.  Subcutaneous  injection  is  used  principally  in  the 
preventive  treatment  and  is  of  little  benefit  after  tetanus  has 
appeared  ;  it  must  be  used  in  very  large  doses.  The  intravenous 
is  somewhat  more  favorably  looked  upon,  but  must  also  be  used 
in  large  quantities,  and  is  not  as  effective  as  the  remaining  two 
classes  of  application.  The  best  injection  of  all  is  the  cerebral 
injection,  which  demands,  however,  a  special  technique  for  the 
carrying  out  of  the  operation,  as  the  antitoxin  serum  must  be 
introduced  into  the  lateral  ventricle  itself.  This  can  be  best  done 
according  to  the  methods  of  Alexander,  Fraenkel,  or  Albert 
Kocher.  Dr.  Frank  Hartley,  of  New  York  City,  has  recently 
perfected  a  new  method  by  which  he  definitely  and  certainly  is 
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able  to  inject  the  antitoxin  into  the  lateral  ventricles.  The  sub- 
dural or  spinal  method  is  explained  by  its  name,  the  antitoxin 
being  introduced  beneath  the  dura  through  a  spinal  foramen. 

The  quantity  of  antitoxin  injected  by  either  of  these  methods 
depends  somewhat  upon  the  severity  of  the  symptoms,  bearing  in 
mind  that  a  proper  serum  is  harmless  and  too  much  cannot  be 
given.  Some  authors  advise  that  the  intracerebral  injection 
should  be  assisted  by  copious  subcutaneous  and  intravenous  as 
well  as  subdural  injections. 

Together  with  the  serum  treatment,  chloral  and  the  bromides 
should  always  be  used.  This  combination  method  offers  the  best 
hope  of  a  favorable  result. 

Our  antiseptic  measures  against  a  germ  as  tenacious  of  life  and 
as  virulent  as  the  tetanus  spore  is  known  to  be  are  not  satisfactory 
and  complete.  The  ordinary  disinfection  of  the  hands  and  the 
wound  location  as  practised  in  the  hospitals  and  in  private  cases 
will  not  destroy  this  bacillus,  and  until  we  have  some  more  certain 
way  than  is  at  present  in  use  we  can  never  be  sure,  in  the  pres- 
ence of  this  bacteria  or  its  spore,  of  preventing  tetanus.  I  present, 
therefore,  for  your  consideration  these  few  suggestions  as  to  the 
preventive  and  curative  treatment  in  operative  cases  where  a  pos- 
sible tetanic  germ  is  lurking. 


XXXyill.  Loose  Cartilage  in  the  Knee-joint. 
By  peter  R.  FURBECK,  M.D., 

GLOVERSVILLE. 

I  herewith  exhibit  two  specimens  of  loose  cartilage  removed 
from  the  knee-joint  of  Mr.  A.  S.  in  the  summer  of  1898.  The 
smaller  one  was  removed  June  11,  the  larger  one  August  17. 

The  history  of  the  case  is  as  follows  : 

On  May  30, 1898,  Mr.  S.  called  at  my  office  to  consult  me  in  regard 
to  an  affection  of  his  knee,  of  some  four  or  five  years'  standing.  Dur- 
ing this  time,  he  stated,  he  had  experienced  more  or  less  pain  in  the 
joint,  and  latterly  he  had  noticed  some  hard  floating  substance,  which 
sometimes,  on  slight  pressure  or  movement,  would  get  between  ,the 
ends  of  the  bones,  causing  intense  pain  and  complete  inabihty  to  move 
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the  joint  until  this  foreign  body  had  escaped  from  between  the  bones. 
This  experience  had  become  of  such  frequent  occurrence,  and  was 
marked  with  such  sudden  and  violent  pain,  that  walking  was  attended 
with  constant  dread,  and,  as  far  as  possible,  was  avoided. 

On  examination  I  found  a  slight  enlargement  of  the  knee  due  to 
effusion  into  the  synovial  sac,  slight  pain  and  tenderness  on  pressure, 
and  there  could  be  distinctly  felt  a  hard  foreign  body  freely  movable 
within  the  joint.  On  pressure  this  foreign  body  would  readily  move 
from  one  point  to  another,  commonly  lodging  on  the  outer  and  upper 
or  else  on  the  inner  and  lower  side  of  the  patella,  sometimes  beneath 
the  patella  and  between  the  ends  of  the  tibia  and  the  femur.  In  the 
latter  case  the  pain  on  moving  the  joint,  as  in  walking,  would  be 
sudden  and  violent,  and  relief  was  obtained  only  by  the  escape  of  the 
foreign  body  from  between  the  bones.  Aspiration  with  the  hypo- 
dermic needle  showed  the  presence  of  bloody  serum  within  the  joint. 
A  diagnosis  of  loose  or  floating  cartilage  within  the  joint  was  readily 
made,  and  an  operation  for  the  removal  of  the  foreign  body  was 
recommended. 

An  operation  was  performed  on  June  11th.  I  was  assisted  by  Dr. 
Beebe,  of  Johnstown,  and  the  strictest  antiseptic  precautions  were 
observed.  The  loose  cartilage  was  pressed  down  to  the  inner  and 
lower  side  of  the  patella,  the  joint  was  laid  open,  the  cartilage  was 
extracted,  and  the  joint  thoroughly  irrigated  with  an  antiseptic  solu- 
tion, the  wound  closed  with  sutures,  the  limb  placed  upon  a  large 
splint  to  secure  perfect  rest  to  the  joint,  and  an  antiseptic  dressing 
applied  to  the  parts.  The  case  progressed  without  any  unfavorable 
symptoms.  The  patient  was  discharged  in  about  one  week,  and  was 
soon  able  to  attend  to  his  usual  business.  The  substance  removed  was 
of  a  cartilaginous  and  bony  character,  about  one-eighth  of  an  inch 
thick,  four-eighths  wide,  and  five-eighths  long,  rough  and  irregular  on 
one  side,  smooth  and  glossy  on  the  other. 

About  one  month  later  another  hard,  movable  body  could  be  felt 
within  the  joint.  A  second  operation  was  performed  August  17th, 
and  another  foreign  body  was  removed,  similar  to  the  first,  but  about 
one-quarter  larger.  The  length  was  one  inch,  the  weight  was  two 
scruples  and  four  grains.  The  recovery  after  the  second  operation 
was  rapid  and  complete,  and  the  patient  has  experienced  no  further 
trouble  since. 

Opinion  varies  greatly  as  to  the  formation  of  these  cartilaginous 
bodies.  Some  physicians  think  that  they  are  pieces  of  cartilage 
broken  oil  from  the  semilunar  fibrocartilage  covering  the  articular 
surfaces  of  the  tibia  and  femur,  which  serve  as  a  ^^  buffer'^  or 
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cushion  between  them.  Others  think  they  have  been  extravasated 
blood  which  has  become  organized,  assuming  the  nature  of  the 
parts  with  which  they  are  connected.  Still  others  think  that  they 
are  growths  from  the  synovial  membrane  which  have  separated 
from  it  and  are  found  loose  in  the  joints.  The  formation  of  these 
cartilaginous  bodies,  it  is  claimed  by  some,  is  commonly  preceded 
by  some  injury,  like  external  violence  to  the  knee.  The  early 
symptoms  of  pain  and  swelling  may  easily  be  mistaken  for  some 
arthritic  or  rheumatic  affection.  The  chief  diagnostic  symptom 
at  this  period  is  the  sudden  development  of  intense  pain  within 
the  joint  ;  also,  the  equally  sudden  disappearance  thereof  in  con- 
nection with  some  slight  movement  of  the  joint.  When  the  pres- 
ence of  a  foreign  body  is  discovered  and  the  diagnosis  is  positive, 
the  only  treatment  which  offers  any  positive  relief  is  purely  sur- 
gical— the  removal  of  the  foreign  body.  The  serious  and  even 
fatal  results  which  have  been  noticed  after  small  wounds  into  the 
joint  have  taught  surgeons  to  exercise  great  care  and  caution  in 
operations  which  open  up  joints,  especially  those  of  the  ankle  and 
the  knee.  Many  an  amputation  of  the  leg  or  the  thigh  has  been 
performed  for  an  injury  of  a  comparatively  trivial  nature — 
trivial  except  that  the  operation  has  opened  up  the  joint  of  the 
ankle  or  the  knee,  thereby  allowing  the  fluid  to  escape  and  the 
air  to  enter  the  cavity  of  the  joint.  The  presence  of  bacteria, 
bacilli,  germs  without  name  and  number — though  unknown  only 
a  few  decades  ago — were  none  the  less  real  than  now,  and  their 
work  was  none  the  less  destructive  and  deadly.  Wherever  air 
entered  they  also  entered,  and,  though  unseen  and  unknown, 
they  did  their  work  only  too  quickly  and  too  surely.  Thanks, 
however,  to  modern  antiseptic  surgery,  surgical  operations  involv- 
ing exposure  of  the  joints,  and  also  of  the  abdominal  cavity,  as 
in  hysterectomy,  ovariotomy,  and  appendicitis,  are  now  of  daily 
occurrence,  and  are  attended  with  comparatively  slight  danger  to 
the  patient  or  anxiety  to  the  operator. 
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XXXIX.  Congenital  Dislocation  of  the  Shoulder,  with 
Report  of  Two  Cases  Dislocated  Posteriorly. 

By  DANIEL  W.  MARSTON,  M.D., 

NEW   YORK   CITY. 

The  recent  publication  of  a  few  contributions  upon  the  pathology 
and  diagnosis  of  congenital  dislocation  of  the  shoulder  is  an  inter- 
esting phase  of  modern  orthopedic  surgery.  Very  few  writers  in 
all  of  the  many  text-books  and  elaborate  systems  of  surgery  have 
mentioned  this  subject,  or  if  they  have  done  so  they  have,  with 
the  exception  of  Stimson's  latest  edition,  passed  lightly  over  the 
important  points  of  etiology  and  treatment. 

Every  surgeon  is  familiar  with  old  and  irreducible  dislocations 
of  this  joint,  and  much  has  been  written  about  the  treatment  for 
such  cases.  Regarding  the  congenital  variety,  however,  it  is 
altogether  different,  for  although  R.  W.  Smith  had,  as  early  as 
1839,  written  briefly  on  the  pathology  of  this  condition,  the  first 
detailed  report  of  an  operation  for  the  relief  of  this  deformity  was 
published  only  five  years  ago,  and  then  by  Phelps,  of  New  York. 
Kuster  had  operated  once  previously,  but  had  written  nothing  of 
the  operation,  and  so  had  Post,  who  had  likewise  neglected  to 
record  what  was  done  in  the  operation.  In  1890,  Scudder,  of 
Boston,  reported  two  cases  without  operation  and  two  more  in 
1898.  Since  1895  a  few  other  surgeons,  as  Eve,  Stimson, 
Schede,  Souchon,  and  Stone,  have  reported  cases;  but  the  literature 
is  still  very  meagre,  and  exhaustive  research  fails  to  find  hardly 
more  than  brief  mention  of  this  interesting  deformity. 

My  interest  in  the  subject  was  first  aroused  when  an  oppor- 
tunity to  make  some  personal  observations  offered  itself  in  two 
cases  referred  to  me  at  the  Xew  York  Post-Graduate  Hospital 
quite  recently  by  my  colleague.  Dr.  Hendle,  of  Alexander 
Avenue,  New  York  City. 

Smith's  descriptions  of  the  conditions  found  in  his  cases  have 
been  often  quoted,  but  are  now,  in  view  of  recent  operative 
experiences,  considered  erroneous  and  misleading. 

In  his  case  of  double  subcoracoid  dislocation  he  says  :  ^^  There 
existed  on  the  left  side  scarcely  any  trace  of  an  articulating  surface 
in  the  situation  which  the  glenoid  cavity  occupies  in  the  normal 
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state  ;  but  there  had  been  formed  upon  the  costal  surface  of  the 
scapula  a  socket  of  a  glenoid  shape  measuring  about  an  inch  and  a 
half  in  its  vertical  direction,  and  an  inch  and  a  quarter  trans- 
versely. It  reached  upward  to  the  under  surface  of  the  coracoid 
process  from  which  the  head  of  the  humerus  was  merely  separated 
by  the  capsular  ligament. 

^^  The  head  of  the  humerus  was  of  an  oval  shape,  its  long  axis 
corresponding  with  the  shaft  of  the  bone.  The  oval  shape  was 
principally  dae  to  the  deficiency  of  its  posterior  part,  and  there 
existed  between  the  greater  tubercle  and  the  margin  of  the  head 
of  the  bone  where  the  investing  cartilage  terminated  a  broad  sallow 
depression  corresponding  to  the  edge  which  separated  the  normal 
from  the  abnormal  portion  of  the  glenoid  cavity.  The  shaft  of 
the  humerus  was  small  and  seemingly  atrophied." 

Stimson  has  written  that  this  deformity  is  occasioned  by 
irregular  development  of  the  joint,  and,  secondly,  may  be  the  late 
result  of  a  paralysis  antedating  birth,  or  caused  during  delivery. 
Scudder  reports  three  cases,  and  agrees  in  the  main  with  Smith. 
He  lays  stress  upon  the  fact  that  in  each  of  his  cases  the  clavicle 
and  scapula  on  the  affected  side  were  undeveloped.  It  is  largely 
on  this  that  he  bases  his  belief  that  these  cases  are  congenital  mis- 
placements of  the  head  of  the  humerus,  due  to  congenital  arrest 
of  development.  He  admits  that  in  certain  exceptional  cases 
pathological  changes  in  some  other  constituent  of  the  joint  may 
be  a  factor  in  causing  a  dislocation,  or  there  may  be  present  a 
mechanical  factor  acting  in  utero.  It  is  noteworthy  in  this  con- 
nection that  these  views  of  non-development  as  an  important 
etiological  factor  in  these  cases  were,  with  the  exception  of  R.  W. 
Smith's  post-mortem  work,  based  entirely  upon  merely  ante- 
operative  examinations  of  the  subject,  and  were  not  confirmed  by 
exploratory  incision.  Directly  opposed  to  these  theories  is  the 
description  of  the  pathological  condition  given  by  Phelps  in  the 
report  of  his  first  case,  operated  upon  in  1895,  and  in  subsequent 
reports  of  others  since  then,  in  which  he  has  thoroughly  explored 
the  joint  and  obtained  excellent  functional  results  following 
operation. 

In  Phelps'  first  case  the  patient  was  eight  years  old.  The 
deformity  had  existed  since  birth.  It  was  impossible  for  him  to 
put  his  hand  to  his  mouth,  and  the  arm  was  rotated  inward, 
turning  the  palm  of  the  hand  backward.     The  operation  was  per- 
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One  <if  the  author's  cases  before  operation. 
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One  of  Marston's  cases.    Note  tlie  position  of  the  right  arm  as 
docribeil  in  il  e  text. 
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Que  of  the  author's  cases  before  operation 
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Notice  the  similarity  of  the  attitude  in  this  (Marston's)  case  and  in  one  ot 
the  cases  (of  Phelps's)  in  which  a  fragment  of  the  glenoid  border  \va»' 
louiid  attached  to  the  cnpsule. 


Fig. 


Compare  the  position  ot  the  right  arm  with  the  picture  of  the  same  case 
made  prior  to  the  operation. 


Fig.  0. 


Position  of  the  arm  before  the  operation  in  one  of  the  cases  in  which 
Phelps  found  a  fragment  of  the  glenoid  border  attached  to  the  capsule. 
Compare  the  attitude  of  the  limb  with  Marston's  cases 


Fig.  10. 


Functional  result  following  Phelps's  operation. 


DESCRIPTION  OF  FIG.   11.    [Opposite.] 

A  Riintgen  picture  of  a  case  of  congenital  dislacation  of  the  shoulder,  afterward  operated 
upon,  in  which  a  fragment  of  glenoid  border  was  found  attached  to  the  capsule,  demon- 
strating trauma  as  the  cause  of  the  deformity. 


Fio.  12. 


Patient  snflfering  from  true  obstetrical  paralysis.  No  operation  indicated. 
I'ictnre  shows  the  similarity  of  this  deformity  to  those  of  congenital 
dislocation. 
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formed  at  the  private  sanitarium  of  Dr.  A.  Palmer  Dudley,  on 
Madison  Avenue,  Dr.  Dudley  and  Dr.  Plimpton  assisting.  In 
examining  the  glenoid  cavity  with  his  finger  in  the  wound  Phelps 
found  the  posterior  border  of  the  cavity  had  been  broken  away 
and  the  detached  fragment  was  attached  to  the  capsule.  Phelps 
has,  moreover,  found  the  fragment  of  the  glenoid  cavity  in  two 
of  his  other  cases  operated  upon. 

Certainly,  the  old  adage  that  ^^  seeing  is  believing'^  should  hold 
good  in  careful  intra-articular  examination  of  joints.  Ordinary 
manipulation  and  outward  appearances  of  the  joint  do  not  in 
these  cases  give  sufficient  evidence  on  which  to  decide  whether 
the  dislocation  is  due  to  traumatism  or  to  non-development.  To 
my  mind  the  fact  that  in  three  of  his  cases  Phelps  has  found  the 
fragment  of  the  posterior  border  of  the  acetabulum  embedded  in 
the  capsule  is  conclusive  that,  in  the  cases  under  consideration  at 
least,  the  deformity  was  undeniably  caused  by  traumatism. 

Particularly  interesting  at  this  point  is  reference  to  the  similai^ity 
in  attitude  between  Scudder^s  cases  which  were  not  operated  upon  and 
those  of  Phelps  in  which  he  found  the  fractured  border  of  the 
glenoid  cavity.  The  position  of  the  shoulders  is  so  nearly  iden- 
tical as  to  show  conclusively  that  nothing  less  than  an  accurate 
radiograph  or  an  intra-articular  examination  could  make  a  differ- 
ential diagnosis. 

It  is  in  view  of  these  considerations  and  all  that  I  can  find  in 
the  literature  that  I  indorse  the  belief  of  Phelps  that  these  dis- 
locations, subcoracoid  or  subspinous,  are  due  : 

1.  To  traumatism,  either  at  birth  or  in  utero. 

2.  To  some  prenatal  diseased  condition  of  the  joint — e.  g.y 
tuberculosis  or  osteomyelitis  in  utero. 

The  majority  of  these  cases  can  be  traced  to  a  difficult  delivery, 
and  more  than  a  few  of  the  heretofore  supposed  cases  of  obstetrical 
paralysis  are  undoubtedly  instances  of  traumatic  dislocation  at 
birth  with  the  paralysis  as  a  coincident  complication  due  to  the 
same  causes  as  produced  the  dislocation,  the  finger  of  the  accoucheur 
in  the  axilla,  or  the  too  forcible  use  of  the  vectis,  for  example. 
The  paralysis,  I  contend,  is  not  a  primary  etiological  factor  of  the 
dislocation.  Were  this  the  case,  as  many  claim,  the  disloca- 
tion would  more  often  be  anteriorly  rather  than  subspinous,  for 
the  contraction  of  the  pectoral  muscles  which  are  the  stronger  set 
would  certainly  draw  the  humeral  head  downward  and  forward. 
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The  theoi-y  of  non-development  is  farther  confated  by  the  six  au- 
topsies of  Stone,  of  Boston,  performed  on  infants  with  this  deformity , 
and  in  which  he  found  no  evidences  of  faulty  development  in  any 
case. 

The  diagnosis  is  this  deformitj  is  easily  made.  Careful  manipu- 
lation and  palpation  enable  the  examiner  to  discover  the  head  of 
the  bone.  If  it  is  in  proper  articulation  with  the  glenoid  cavity- 
no  dislocation  exists,  and  any  paralysis  present  is  usually  a  true 
obstetrical  paralysis.  If  the  head  of  the  humerus  can  be  dis- 
tinctly rotated  in  the  axilla  or  outside  of  the  glenoid  surface  the 
diagnosis  of  dislocation  is  positive.  Scudder  aptly  remarks  that 
in  cases  due  to  non-development  there  is  likely  to  be  a  difference 
of  development  between  all  the  bones  of  that  extremity  and  its 
normal  mate. 

The  symptoms  of  the  condition  in  my  own  two  cases  are  unmis- 
takable. The  position  of  the  arms  is  in  each  case  characteristic. 
The  affected  arm  hangs  at  the  side  of  the  body,  well  rotated 
inward.  The  elbow  is  a  little  flexed.  The  forearm  is  pronated 
so  that  the  palm  faces  backward  and  outward  and  the  wrist  and 
fingers  flexed.  The  flexion  and  abduction  of  the  arm  are  probably 
occasioned  by  the  impinging  of  the  head  of  the  humerus  beneath 
and  against  the  spinous  process  of  the  scapular  in  the  glenoid 
cavity.  The  rotation  of  the  whole  arm  inward  is  due  to  habitual 
use  of  the  limb  in  this  unnatural  position,  to  the  anatomical  rela- 
tions of  the  parts,  and  to  the  contraction  of  the  pectoralis  major 
muscle. 

In  the  treatment  of  these  shoulders  it  should  be  the  aim  of  the 
surgeon  to  reduce  the  deformity  and  to  secure  a  useful  joint.  The 
means  employed  may  be  mechanical  and  operative.  In  one  of 
the  series  treated  by  Phelps,  assisted  by  Plimpton,  the  dislocation, 
which  was  in  an  infant,  aged  three  months,  was  reduced  by 
manipulation.  Gaillard,  quoted  by  Stimson,  reports  a  similar 
case.  '^  Four  times  in  the  course  of  a  week  he  made  horizontal 
traction  on  the  arm  by  means  of  a  weight  of  sixteen  pounds,  con- 
tinued for  fifteen  or  twenty  minutes,  and  reinforced  occasionally 
by  traction  with  his  hands.  On  the  last  occasion  the  head  moved 
an  inch  and  a  half  along  the  scapula  to  the  edge  of  the  glenoid 
cavity,  and  was  then  thrown  into  it  by  a  movement  of  leverage. 

*^  It  almost  immediately  came  out  again.  Next  day  it  was 
reduced  and  kept  in  place  for  an  hour.     Ten  days  later  it  was 


CONGENITAL    DISLOCATION    OF    THE    SHOULDER.       .383 

again  reduced  and  the  arm  fixed  by  a  bandage.  This  time 
reduction  persisted.  Two  years  later  the  limb  was  found  to  have 
gained  half  an  inch  in  length,  the  patient  could  move  it  inward, 
outward,  forward,  and  backward,  could  lace  her  clothes  behind 
her  back,  and  play  on  a  guitar." 

Manual  reduction  should  be  attempted  in  each  case  under  three 
years  of  age.  Failing  in  this,  operation  along  the  lines  laid  down 
by  Phelps  is  clearly  indicated.  The  technique  of  the  method 
which  he  recommended  in  his  paper  read  in  Boston  before  the 
American  Orthopedic  Association  in  1898  was  :  ^^  Make  the 
incision  along  the  posterior  border  of  the  deltoid  muscle^  curving 
it  downward.  This  gives  a  flap  which  readily  exposes  the  head 
of  the  bone.  The  capsule  is  then  incised.  The  head  of  the  bone 
will  be  found  under  the  spine  of  the  scapula.  It  will  be  necessary 
to  cut  away  two-thirds  of  the  head  of  the  bone  or  down  to  the 
epiphyseal  line.  The  bone  should  be  rounded  off  like  the  original 
head  and  then  slipped  into  the  glenoid  cavity.  The  entire  new 
articulation  which  has  been  formed  by  the  head  of  the  bone  is 
next  excised  with  a  chisel  or  sharp  spoon.  The  redundant  capsule 
is  then  cut  away  and  the  capsule  stitched  with  catgut. '^  All  of 
this  series  of  cases  were  dressed  with  the  elbow  well  back.  This 
is  a  mistake,  for  none  of  the  cases  has  been  able  to  raise  the  arm 
quite  to  the  perpendicular.  In  subsequent  cases  the  arm  will  be 
dressed  with  the  elbow  well  back  and  with  the  arm  at  a  right 
angle  with  the  body,  so  as  to  secure  this  motion,  which  is  the 
only  one  that  these  patients  have  missed. 

In  his  third  case.  Dr.  Phelps  encountered  sepsis,  due  to 
improperly  prepared  suture  material.  This  produced  an  abscess 
which  was  incised  on  the  anterior  aspect  of  the  shoulder.  Thor- 
ough drainage  was  maintained,  and  it  is  worth  relating  that  this 
complication  did  not  detract  from  the  almost  perfect  functional 
result  of  the  operation. 

One  of  the  illustrations  shown  is  of  a  baby  suffering  from 
obstetrical  paralysis.  I  exhibit  it  in  this  connection  to  show  the 
almost  exact  similarity  of  the  position  of  the  paralyzed  limb  and 
of  the  arms  in  the  cases  of  congenital  dislocation  of  the  shoulder. 
In  these  cases  no  operative  measure  is  indicated.  In  my  opinion 
at  least  15  per  cent,  of  the  cases  of  so-called  obstetrical  paralysis 
can  be  proved  instances  of  congenital  dislocation  and  greatly 
benefited  by  the  operation  I  have  described. 
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The  prognosis  in  this  dislocation  is  even  better  than  in  con- 
genital dislocation  of  the  hip. 

Kiister's  case,  operated  upon  before  the  days  of  antiseptic  sur- 
gery, resulted  fatally,  from  what  reason  he  does  not  state.  All 
of  the  other  cases  that  I  have  been  able  to  trace  have  been  much 
benefited  by  the  operation,  and  in  nearly  every  instance  the 
results  have  been  brilliant.  In  Scudder's  cases  nothing  was  done, 
and  in  these  two  of  my  own  the  parents  of  the  patients,  having 
been  repeatedly  advised  that  the  cases  were  incurable,  are  still 
loath  to  leave  their  children  in  the  hospital  for  operative  treat- 
ment. 

The  number  of  cases  thus  far  reported  as  operated  upon,  with 
the  names  of  the  respective  surgeons,  are,  so  far  as  I  am  able  to 
find  :  Phelps,  since  April,  1895,  four  cases  ;  Eve,  since  August, 
1893,  one  case  ;  Kiister,  one  case,  fatal  result  ;  Stimson,  one; 
Post,  1881,  one  ;  Gerster,  one  ;  Schede,  one  ;  Stone,  1896,  one. 

Gaillard's  case  was  reduced  without  operation.  Phelps  has 
also  had  two  cases  of  this  sort  in  infants  in  which  the  reduction 
was  performed  under  an  anaesthetic  without  resorting  to  the  knife. 

In  those  cases  which  are  found  reducible  without  operative 
procedure  the  reduction  can,  so  far  as  1  have  observed,  be  easily 
maintained  by  appropriate  dressings  of  adhesive  plaster.  I  can, 
however,  readily  see  that  in  cases  where  destruction  of  a  part  of 
the  joint  has  occurred  from  disease  this  might  be  difficult,  as  was 
the  case  with  Gaillard's  patient.  All  such  cases  should  be 
operated  upon. 

In  stating  the  conclusions  that  I  have  drawn  I  will  say  : 

1.  It  is  of  the  utmost  importance  to  differentiate  between  cases 
of  dislocation  and  true  obstetrical  paralysis. 

2.  The  treatment  of  the  former  condition  is  immediate  reduc- 
tion by  manipulation,  if  possible;  otherwise,  operative. 

3.  Every  infant  should  })e  carefully  examined  at  birth,  for  it 
is  at  this  time  that  reduction  is  easiest  performed. 

4.  From  the  fact  that  a  fracture  of  the  glenoid  cavity  was 
found  in  three  of  Dr.  Phelps'  cases,  and  that  the  history  of  nearly 
all  cases  shows  difficult  labor,  I  am  led  to  believe  these  cases  are 
not  of  paralytic  origin,  nor  due  to  non- development,  as  claimed 
by  Scudder,  but  are  due  to  traction,  made  in  the  axilla  by  the 
finger,  or  vectis,  or  the  arm  being  caught  in  some  unusual  posi- 
tion and  dislocated  by  the  contraction  of  the  uterus.     Paralysis 
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may  be  coincident,  but  it  cannot  be  a  primary  factor  in  causing 
dislocation  posteriorly. 

5.  The  prognosis  of  the  operative  treatment  is  excellent.  The 
earlier  the  operation  the  more  hopeful  the  outlook. 

6.  Like  congenital  dislocation  of  the  hip,  these  cases  of  the 
shoulder  are  little  benefited  by  mechanical  treatment. 

In  connection  with  the  description  of  the  operation  here  advo- 
cated for  this  deformity,  I  wish  to  present  for  your  examination 
the  new  excavator  of  Dijou,  which  will  be  found  almost  indispen- 
sable in  the  process  of  cleaning  out  the  glenoid  cavity  for  the 
reception  of  the  head  of  the  humerus.  It  is  also  of  value  in  the 
open  operation  for  the  reduction  of  congenital  dislocation  of  the 
hip.  The  instrument  is  made  in  three  sizes,  and  consists  of  a 
cylindrical  steel  tube,  conical  at  one  end,  furnished  with  cutting 
edges  like  the  old-time  pot  auger  used  by  carpenters.  These 
instruments  leave  the  glenoid  cavity  with  perfectly  smooth  and 
regular  edges. 
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XL.  A  Hair-cast  of  the  Stomach;  Its  Successful 
Eemoval  by  Laparotomy. 

By  NATHAN  JACOBSON,  M.D., 

SYRACUSE. 

1  DESIRE  to  present  for  your  consideration  a  case  which,  while 
not  unique,  is  sufficiently  rare  as  probably  not  to  have  had  its  like 
observed  by  many  present. 

Ella  M.,  aged  eleven  years,  residing  in  Oswego,  N.  Y.,  was  referred 
to  me  in  April,  1900,  by  her  physician.  Dr.  C.  A.  Sheridan,  of  that 
city.  Both  her  parents  are  living.  A  maternal  grandmother  died  of 
consumption.  The  child  had  scarlatina,  whooping-cough,  and  measles. 
The  latter,  her  last  illness,  occurred  about  two  years  prior  to  my 
examination.  For  fully  six  months  before  that  sickness,  however, 
she  showed  evidence  of  gastric  disturbance.  She  vomited  a  good  deal 
of  frothy  mucus,  but  never  at  that  time  any  food  or  blood.  The  odor 
of  food  frequently  provoked  emesis. 

In  April,  1899,  a  swelling  was  noticed  in  her  abdomen,  which  at 
first  was  said  to  have  been  cucumber-shaped.  The  following  summer 
she  began  to  suffer  from  colicky  pains.  These  were  frequently  relieved 
by  friction  or  after  the  administration  of  medicine.  She  suffered  par- 
ticularly from  pain  at  night,  her  father  being  compelled  to  hold  her  in 
his  arms.  Most  of  the  pain  was  located  to  the  left  of  the  umbilicus. 
Her  bowels  had  been  constipated  for  the  past  year,  and  moved  only 
with  the  aid  of  cathartics.  Food  disturbed  her  so  that  she  was  com- 
pelled to  live  largely  on  milk.  Upon  this  diet  she  gained  some  in 
strength  and  weight.  In  appearance,  however,  she  seemed  scarcely 
larger  than  a  seven-year-old  child.  She  felt  well  enough  to  attend 
school.     She  was  quite  nervous. 

Physical  examinations  showed  the  presence  of  a  hard,  slightly- 
nodular  tumor,  quite  movable,  the  lower  border  being  on  a  line  with 
the  umbilicus.  The  upper  extremity  could  not  be  defined,  as  the  mass 
reached  well  up  under  the  ribs  on  the  left  side.  Internally  it  arched 
upward  and  became  conical.     Its  lower  border  being  rounded  and  its 
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upper  notched,  it  presented  a  kiduey-shaped  appearance.  Its  long 
diameter  was  about  six  inches.  There  was  quite  an  area  of  tympanitic 
resonance  between  the  tumor  and  the  liver.  The  urine  was  examined 
and  found  to  be  straw-colored,  clear,  specific  gravity  1022,  sharply 
acid.  It  contained  neither  albumin  nor  sugar ;  phosphates  were 
normal ;  microscopically  uric  acid  and  some  squamous  epithelium  were 
found.  She  was  sent  to  St.  Joseph's  Hospital  for  more  careful  study. 
On  April  20th  a  blood  examination  was  made  by  Dr.  Kieffer.  The 
following  was  his  report :  ''Count  of  red  blood-corpuscles,  4,880,000 
to  the  c.mm. ;  leucocytes,  10,300  to  the  c.mra. ;  estimation  of  haemo- 
globin, 86  per  cent. ;  color-index,  9.  Stained  specimen  shows  decided 
loss  of  hsemoglobin  in  all  the  red  blood-corpuscles.  These  are  all  of 
uniform  size  and  shape.  The  leucocytes  are  mostly  polynuclear.  No 
nucleated  reds  present." 

Under  date  of  May  17th  I  have  summarized  in  my  note-book  the 
condition  of  the  child  after  her  admission  into  the  hospital.  The 
urine  had  been  frequently  analyzed  during  the  intervening  four 
wrecks,  and  each  time  found  to  be  normal.  Occasionally  her  tempera- 
ture had  reached  99°  F.,  and  rarely  a  fraction  above,  but,  as  a  rule, 
it  remained  normal.  The  bowels  were  kept  free  by  administering 
salines.  She  had  suffered  but  little  from  colic,  and  what  pain  she  had 
was  usually  at  night.  The  movements  of  the  bowels  were  very 
copious.  This  was  particularly  true  of  the  first  days  of  her  stay  at 
the  hospital.  She  had  not  vomited  at  all  during  the  entire  month. 
She  proved  to  be  an  exceedingly  bright  child.  There  was  no  apparent 
change  in  the  shape  or  position  of  the  mass.  Other  members  of  the 
hospital  staff,  as  well  as  myself,  repeatedly  examined  her,  but  we  were 
uuable  to  agree  upon  a  diagnosis,  and  finally  prevailed  upon  her 
parents  to  consent  to  a  laparotomy. 

This  was  performed  on  the  morning  of  May  17,  1900.  Drs.  Eisner, 
Miller,  Larkin,  Flaherty,  Broad,  and  Elliot  were  present.  Drs. 
Heiman  and  Shipman  assisted  me.  A  median  incision  was  made 
above  the  umbilicus.  Upon  opening  the  abdomen  the  kidney -shaped 
mass  was  found  to  be  within  the  stomach.  A  tube  was  thereupon 
introduced,  and  through  it  this  viscus  was  thoroughly  irrigated.  An 
incision  was  carried  through  the  anterior  wall  of  the  stomach,  parallel 
with  the  greater  curvature,  about  three  inches  in  length,  the  stomach 
having  been  previously  walled  off  from  the  rest  of  the  abdomen  by  gauze 
sponges.  I  was  able  to  force  out  the  conical  point  and  then  the  rest 
of  the  tumor.  It  proved  to  be  black  in  color  and  made  up  of  a  mass 
of  hair.  Apparently  no  leakage  of  stomach-contents  occurred.  I 
closed  the  stomach  incision  by  first  suturing  its  mucous  membrane  with 
cou'tinued  suture,  then  by  interrupted  suture  the  muscular  coat,  and. 
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finally,  with  a  double  tier  of  interrupted  sutures  the  serous  coat.  Cat- 
gut was  the  suture  material  used  throughout.  The  abdomen  was 
flushed  with  salt  water,  carefully  mopped  out,  and  the  abdominal 
incision  closed.     The  child  bore  the  operation  well. 

After  she  had  recovered  from  the  anaesthetic  she  admitted  that  from 
the  earliest  years  of  her  life  she  had  been  in  the  habit  of  biting  off  the 
ends  of  her  hair,  which  was  always  worn  long  enough  to  be  brought 
to  her  mouth.  At  first  she  thinks  she  did  it  simply  because  she  was 
nervous.  But  later  she  rather  liked  the  tickling  sensation  produced 
by  the  hair  in  its  transit  to  the  stomach. 

She  was  put  upon  rectal  nutrient  enemata  for  the  first  week.  After 
this  liquids  were  administered.  During  the  third  week  she  received 
first  soft  and  ultimately  solid  food.  Her  temperature  never  reached 
100^  F.  after  the  operation,  and  on  the  third  day  the  pulse,  which  had 
ranged  above  120,  fell  to  80,  and  remained  between  80  and  92  until 
she  was  well.  The  abdominal  wound  healed  by  first  intention. 
Before  she  left  the  hospital  we  had  her  hair  closely  cut. 

I  am  in  receipt  of  a  letter  from  her  physician.  Dr.  Sheridan,  dated 
January  24,  1901,  namely,  seven  months  after  she  left  the  hospital, 
in  which  he  writes  that  the  little  patient  ' '  Never  had  any  return  of 
gastric  trouble;  no  pain  nor  vomiting;  and  in  fact  has  enjoyed  the 
very  best  of  health.  She  is  as  fat  and  rosy  a  little  girl  as  you  would 
wish  to  see ;  has  gained  eighteen  pounds  in  weight,  and  is  two  and 
one-half  inches  taller." 

I  present  to  you  the  hair-tumor  removed  from  our  little  patient's 
stomach.  It  will  be  observed  that  in  its  contour  it  presents  a  perfect 
cast  of  this  organ  while  in  a  state  of  contraction.  It  is  interesting  to 
note  that  the  pyloric  prolongation  meets  the  cardiac  portion  nearly  at 
a  right  angle,  and  scarcely  can  be  said  to  describe  a  curve.  The 
conical  end  no  doubt  passed  into  the  duodenum.  If  this  portion  is 
carefully  examined  it  will  be  noted  that  it  is  much  firmer  than  the 
body  of  the  mass.  No  doubt  this  is  due  to  the  contractions  of  the 
pyloric  sphincter.  Another  feature  is  that  this  extension  projects 
backward,  as  though  it  might  have  been  thus  twisted  by  the  gastric 
contractions  or  in  adjusting  itself  to  the  shape  of  the  first  inch  or  two 
of  the  duodenum. 

The  tumor  is  six  inches  in  its  long  diameter,  while  a  tape  carried 
from  the  pyloric  tip  to  the  summit  of  the  cardiac  extremity  measures 
eleven  and  three-quarter  inches.  Its  breadth  is  two  and  one-half 
inches,  its  thickness  two  and  one-quarter  inches.  Its  longitudinal 
circumference  is  thirteen  inches ;  its  transverse  circumference  at  the 
point  of  deepest  notching  seven  and  seven-eighths  inches.  It  weighs 
fifteen  ounces.     I  am  able  to  present  a  photograph  of  the  exterior  of 
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the  mass,  which  is  of  the  exact  size  of  the  hair-cast.  On  section  it  is 
seen  to  be  made  up  almost  entirely  of  hair.  There  is  an  occasional 
bit  of  string.  I  submit  also  a  photograph  of  the  cross-section.  It  is, 
however,  not  full  size. 

Hair-balls  are  frequently  found  in  the  stomachs  of  various 
animals.  Dr.  GulP  describes  in  an  interesting  way  the  habit  the 
Angora  cat  has  of  swallowing  his  hair  when  shedding  his  coat.  I 
submit  for  inspection  a  hair-ball  taken  from  the  stomach  of  a 
cow,  and  another  from  that  of  a  pig.  Works  on  veterinary  sur- 
gery in  referring  to  this  habit  speak  of  animals  licking  themselves 
and  each  other,  and,  because  of  the  roughened  surface  of  the 
tongue,  gathering  up  stray  hairs  which  in  the  end  accumulate  in 
the  stomach.  These  masses  are  called  bezoars,  or,  if  composed 
entirely  of  hair,  trichobezoars.  They  are  apt  to  become  coated 
with  lime  salts. 

Some  very  interesting  superstitions  have  been  connected  with 
these  accumulations.  Gresswell,  in  his  work  on  Diseases  of  the 
Ox,  states  that  at  one  time  they  were  presumed  to  possess  the 
power  of  enchantment  against  the  viper  and  the  scorpion,  against 
vertigo,  epilepsy,  dysentery,  inflammation  of  the  lungs,  malignant 
fevers,  the  plague,  leprosy,  and  many  other  maladies.  I  quote 
these  lines  from  him:  '^  It  was  put  down  to  the  astonishing 
power  of  the  bezoar  that  King  Edward  lY.  was  strengthened  and 
preserv^ed  from  the  effects  of  an  empoisoned  wound  ;  and  the  same 
magical  influence  was  supposed  to  be  the  real  reason  why  Emperor 
Charles  V.  was  enabled  to  free  himself  from  the  dreadful  thoughts 
w^hich  haunted  and  disturbed  his  mind.'' 

The  accumulation  of  hair  in  the  stomach  of  the  herbivorous 
animal  assumes  a  form  w^hich  is,  strictly  speaking,  a  "  hair-ball.'' 
Works  on  veterinary  surgery  state  that  for  their  formation  some 
foreign  substance  is  required  as  a  nucleus,  and  that  the  rotary 
movement  of  the  stomach  during  digestion  gives  to  the  mass  a 
rounded  form  and  a  spiral  direction  to  the  hairs.  This  can  be 
observed  in  the  hair-balls  submitted.  The  movements  of  the 
stomach  of  the  carnivorous  animal  have  been  recently  more  thor- 
oughly studied.  Dr.  Cannon^^  administered  different  quantities 
of  bismuth  with  food,  and,  after  giving  it  to  a  cat,  made  a  series 
of  X-ray  pictures  of  the  stomach  while  the  process  of  digestion 
proceeded.  It  appears  that  the  food  is  crowded  onward  from  the 
cardiac  to  the  pyloric  end  by  rapidly  recurring  peristaltic  waves, 
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and  that  the  stomach-contents,  when  filling  this  organ,  are  com- 
pressed by  its  muscular  contraction  and  perfectly  moulded  to  con- 
form with  the  interior  of  this  organ.  And  so  we  must  assume 
that  when  a  foreign  substance  like  hair,  incapable  of  digestion, 
steadily  accumulates  and  ultimately  fills  the  human  stomach,  it  is 
similarly  acted  upon  and  receives  the  imprint  of  the  contracted 
orsran.  Instead  of  a  ^Miair-ball"  we  have  therefore  a  ^' hair- 
cast  '^  of  the  stomach. 

I  have  been  able,  in  reviewing  the  literature  of  this  subject, 
to  find  no  less  than  nineteen  authentic  cases  in  which  a  sufficient 
quantity  of  hair  had  been  swallowed  by  individuals  to  create 
within  the  stomach  a  hair-tumor.  These  I  have  arranged 
chronologically  at  the  end  of  this  paper. 

The  first  recorded  case^  dates  back  to  1779.  It  is  the  only  one 
in  which  a  male  was  guilty  of  this  habit.  He  was  a  boy,  aged 
sixteen  years,  who  seemed  unable  to  resist  the  impulse  to  pull 
out  and  swallow  his  own  hair  and  that  of  others.  Not  only  was 
a  hair-tumor,  seventeen  centimetres  long,  found  in  his  stomach 
after  death,  but  enough  more  hair  had  been  swallowed  to  form  a 
second  tumor,  twelve  centimetres  long,  which  had  lodged  in  the 
duodenum.  In  the  report  of  Dr.  Kitchie^s  case^  a  mass  of  hair  is 
pictured  which  conforms  to  the  shape  of  the  stomach.  Two  other 
hair-balls,  weighing  respectively  one-half  ounce  and  one  ounce 
and  a  half,  were  found  in  the  ileum.  These  had  caused  intestinal 
obstruction,  perforation,  and  death.  In  a  third  case  the  coex- 
istence of  a  gastric  and  duodenal  hair-cast  is  recorded.  This, 
presented  by  Mr.  Pollock*  to  the  Pathological  Society  of  London 
in  1851,  is  well  illustrated  in  the  volume  of  transactions  of  this 
Society  for  1851-52.  They  were  removed  after  death  from  the 
body  of  a  woman,  aged  eighteen  years.  That  taken  from  the 
stomach  had  a  length  of  six  inches,  a  width  of  three  and  three- 
quarters,  and  a  thickness  of  two  and  one-half  inches.  The  duo- 
denal mass  extended  into  the  jejunum.  It  presented  a  length  of 
fourteen  inches,  a  depth  of  two  and  one-half  inches,  and  a  thick- 
ness of  two  and  one-quarter  inches. 

Why  hair  taken  into  the  stomach  should  cling  to  its  walls  can 
be  readily  imagined.  One  would  think  that  it  could  not  be  easily 
gotten  beyond  this  viscus.  There  is  a  single  instance  recorded 
in  which  an  accumulation  of  hair  became  lodged  in  the  small 
intestine  and  produced  intestinal  obstruction.     No  hair  was  found 
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in  the  stomach.  This  case  was  recently  reported  by  Dr.  G.  W. 
W.  Brewster^  in  the  Boston  Medical  and  Surgical  Journal.  A 
sausage-shaped  tumor  presented  itself  in  the  region  of  the  bladder. 
The  patient,  a  girl,  aged  ten  years,  survived  the  operation  of 
enterotomy  for  its  removal  only  five  hours. 

The  youngest  patient  was  ten  years  of  age,  the  oldest  thirty- 
four.  Most  of  the  victims  of  this  habit  were  in  their  second 
decennium.  But  three  were  married  women.  None  were  insane, 
and  but  few  sufficiently  nervous  to  be  described  as  hysterical. 

In  nearly  every  instance  the  habit  of  hair-swallowing  was  of 
years  continuance.  Once  it  had  existed  thirteen  years  ;^^  in 
another,  fifteen  ;  ^  seventeen  years  in  a  third  case,'^  and  twenty- 
two  years  in  a  fourth.^  During  this  period  the  stomach  gradually 
became  accustomed  to  the  presence  of  the  foreign  body,  and 
tolerated  it  in  many  instances  without  the  slightest  rebellion. 
One  of  the  largest  masses  discovered,  which  weighed  four  pounds 
and  seven  ounces,  was  reported  by  Kussell.^  To  use  his  own 
words:  "  I  may  also  repeat  the  statement  that  the  history  of  the 
patient  did  not  present  any  evidence  of  difficulty  in  digesting 
food.  One  still  larger  was  successfully  removed  by  operation.^* 
Its  weight  was  five  pounds  and  three  ounces.  There  are  others 
weighing  more  than  the  specimen  ^vhich  I  present.^' 

In  animals  it  is  not  unusual  to  find  a  number  of  hair-tumors  at 
the  same  time  in  the  stomach.  One  writer  speaks  of  as  many  as 
nine.  In  but  a  single  case*^  do  I  find  the  presence  of  two  recorded 
as  coexisting  in  the  human  stomach.  These  were  so  moulded  to 
each  other  that  together  they  formed  a  perfect  cast  of  the  stomach. 
As  to  form,  nearly  all  present  the  same  picture.  With  but  a 
single  exception  they  had  a  pyloric  prolongation  extending  into 
the  duodenum.  This  case  is  reported  with  illustrations  by 
Schoenborn^°  in  Langenbeck's  Archiv.  One  case  presented  an 
oesophageal  spur.^  In  Bollinger's  case^^  the  duodenal  projection 
was  fourteen  centimetres  long  and  five  centimetres  thick. 

Of  the  nineteen  cases,  ten  were  discovered  post-mortem,  and 
nine  upon  the  operating- table.  It  is  very  surjDrising  that  in  every 
instance  the  discovery  of  the  hair-cast  was  unexpected.  In  not  a 
single  case  had  a  correct  diagnosis  been  made.  And  what  is  still 
more  remarkable,  no  physician  or  surgeon  had  ever  surmised  that 
he  had  to  deal  with  a  foreign  body  in  the  stomach.  Perhaps  we 
should  except  Stelzner,^^  who,  knowing  of  Schoenborn's  case,  sus- 
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pected  that  this  might  be  the  condition.  As  a  rule,  the  diagnosis 
was  splenic  or  omental  tumor,  movable  kidney,  or  fecal  or  other 
impaction  in  the  transverse  colon.  Two  of  the  patients  were  preg- 
nant. In  each  of  these  the  vomiting  was  most  intense.  In  one 
there  was  such  a  severe  hsematemesis  that  the  physician  reporting 
the  case  was  called  in  consultation  to  arrest  the  gastric  hemor- 
rhage.^ The  patient's  condition  was  so  extreme  that  she  died  of 
collapse  on  the  following  day,  having  in  the  meantime  aborted. 
In  the  other  case^  death  from  perforative  peritonitis  followed  the 
delivery  of  a  seven  months'  child.  In  a  few  instances  vomiting 
frequently  occurred  after  meals,  this  having  kept  up  for  several 
years.  Occasionally  the  patient  would  vomit  several  times  in 
one  day,  and  then  not  again  for  several  days.  Nor  was  it  always 
food  which  was  ejected.  In  some  instances  it  was  glairy  mucus, 
which  would  occasionally  be  streaked  with  blood.  The  appetite 
was  variable.  In  one  case^  hot  foods  caused  pain  and  vomiting, 
while  cold  food  would  be  easily  retained.  In  some  instances  there 
was  no  pain  until,  as  a  result  of  perforation  of  duodenum  or 
stomach,  peritonitis  occurred.  Others  had  occasional  pains  after 
eating. 

In  only  one  instance^^  do  I  find  the  peculiarity  referred  to  in 
my  own  case,  namely,  the  regular  recurrence  of  severe  pain  at 
night  and  while  the  patient  was  in  a  recumbent  posture.  This 
certainly  is  a  manifestation  which  one  should  not  have  with  mov- 
able kidney,  splenic  or  other  tumor.  The  bowels  acted  irregu- 
larly ;  more  often  than  not  the  stools  were  liquid.  In  at  least 
one  case  there  was  alternating  diarrhoea  and  constipation.^^  In  a 
few  there  was  suppression  of  menstruation.  The  general  condi- 
tion of  the  patient  was  sometimes  not  much  altered.  In  other 
cases  there  were  marked  emaciation,  anaemia,  or,  as  occurred  in  my 
own  patient,  a  condition  of  immaturity,  for,  as  will  be  recalled, 
though  eleven  years  of  age,  she  appeared  to  be  scarcely  more  than 
seven. 

Almost  without  exception  the  discovery  that  the  patient  had 
been  a  hair-eater  was  not  made  until  the  tumor  was  found.  As  a 
rule,  the  hair  had  been  simply  bitten  off  from  braids  or  flowing 
locks,  but  in  other  instances  hairs  of  great  length  were  found. 
One  woman''  is  said  to  have  pulled  the  hair  out  of  the  back  of  her 
head  whenever  she  became  nervous,  rolling  it  up  into  a  ball  and 
swallowing  it,  while  another  deliberately  swallowed  her  combings 
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night  and  morning.^  In  a  single  instance  the  hair  came  from  a 
foreign  source  ;  Schult^n's  patient — a  weaver  of  cow's  hair  into 
shoes — frequently,  while  at  work,  carried  her  hair-covered  finger 
to  her  mouth. 

The  physical  signs  as  stated  were  always  incorrectly  interpreted. 
In  most  instances  the  tumor  occupied  the  position  in  the  epigas- 
trium described  in  my  own  case.  It  was  difficult  or  impossible 
to  reach  the  upper  border  of  the  mass,  because  of  its  concealment 
behind  the  lower  ribs  on  the  left  side.  In  the  case  of  Russell,^ 
the  large  tumor  so  displaced  the  stomach  that  it  assumed  a  nearly 
vertical  position,  and  the  pylorus  was  made  to  occupy  a  site  in 
the  pelvis.  The  tumor  was  always  moveable,  rarely  sensitive, 
although  occasionally  tenderness  was  noted.  The  convex  lower 
surface,  the  concavity  above,  gave  the  mass  a  striking  resem- 
blance to  a  kidney.  Schoenborn  and  Naunyn"'  studied  their  case 
very  closely.  They  introduced  a  tube  into  the  stomach  and  inflated 
this  organ.  As  the  viscus  became  distended  the  anterior  wall  of 
the  stomach  was  elevated  and  the  mass  was  made  to  occupy  a 
deeper  position.  They  were  both  quite  convinced,  therefore,  that 
the  tumor  was  a  misplaced  kidney. 

In  nearly  every  fatal  case  death  resulted  from  perforative  peri- 
tonitis. In  some  cases  the  mucous  membrane  and  muscular  coat 
of  the  stomach  were  found  greatly  thickened.  The  perforating 
ulcer  had  no  fixed  location.  It  was  found  situated  in  various 
parts  of  the  stomach,  and  in  at  least  one  case  was  in  the  duo- 
denum.^ 

While  it  must  be  admitted  that  in  the  nine  operated  cases  the 
surgical  procedure  was  intended  to  be  only  an  exploratory  one, 
or  was  performed  with  the  expectation  of  finding  other  conditions, 
it  is  a  matter  of  great  gratification  that  in  every  instance  the 
patient  made  an  uninterrupted  recovery.  Not  a  single  death 
attended  the  operation. 

The  first  reported  case  in  which  laparotomy  was  successful  was 
by  Schoenborn,  in  1883.  ^"^  Soon  thereafter  (1884)  Thornton"* 
operated  upon  his  patient.  The  other  gastrotomies  were  per- 
formed by  Berg,  12  Swain,^^  M.  W.  af  Schulten,^^  Allen,^^  Stelz- 
ner/^  Schopf,^^  and  myself. ^^     With  the  exception  of  Schopf'^  each 

*  I  have  searched  in  vain  for  a  record  of  the  operation  Homans-  states  Thornton  per- 
formed in  1866.  As  Thornton  in  the  report  of  his  case^i  mentions  the  fact  that  Homans 
witnessed  this  operation  in  1884,  it  seems  probable  that  the  date  given  is  simply  a  typo- 
graphical error. 
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operator  removed  the  mass  entire.  In  most  instances  silk  was 
used  as  suture  material.  In  all  cases  total  disappearance  of 
symptoms  occurred  after  recovery  from  operation. 

Addendum.  Soon  after  1  read  this  paper  at  the  meeting  of  the 
Medical  Society  of  the  State  of  New  York,  Dr.  William  Finder, 
of  Troy,  called  my  attention  to  a  specimen  presented  by  himself 
to  the  New  York  State  Medical  Association  at  its  annual  meeting 
in  1886,  and  which  he  informs  me  is  now  in  the  Museum  of  the 
College  of  Physicians  and  Surgeons  of  New  York.  There  were 
two  masses,  together  weighing  sixteen  ounces  and  composed  of 
human  hair,  horse-hair,  sewing-thread,  grasses,  and  plant  fibre. 
These  were  removed  post-mortem  from  the  stomach  of  a  young 
woman  in  March,  1886,  who  was  supposed  to  have  died  of  malig- 
nant disease  of  the  stomach. 

Bibliography. 

1.  M.  Baudamant.    Journal  de  medecine,  1779. 

2.  Mermet  d'Hauteville.  Journ.  g6n.  de  m€d.  Chir.  et  Pliarm.,  Paris,  1813,  vol.  xlviii.  pp. 
147-153. 

3.  Ritchie.    Edinburgh  Monthly  Journal,  July,  1849,  vol.  ix.  p.  931. 

4.  Pollock.    Report  Proceedings  of  Pathological  Society,  London,  1851-52,  p.  327. 

5.  George  May,  Jr.    Association  Medical  Journal,  December  28, 1855. 

6.  Best.    British  Medical  Journal,  December  11,  1869. 

7.  Russell.    Medical  Times  and  Gazette,  June  26,  1869. 

8.  Inman.    Ibid.,  July  3,  1869. 

9.  William  Gull.    Transactions  Clinical  Society,  London,  1871,  vol.  iv.  p.  180. 

10.  Schoenborn.    Langenbeck's  Archiv  f.  klinische  Chir.,  1883,  vol.  xxix.  p.  609. 

11.  J.  Knowsley  Thornton.    London  Lancet,  January  9, 1886,  p.  57  ;  also  Trans.  Path.  See, 
London,  vol.  xxxv  p.  199. 

12.  John  Berg.    Nordiskt  med.  Arkiv,  vol.  xix..  No.  25 ;  also  Sajous'  Annual  of  Universal 
Medical  Science,  1889,  vol.  i.  p.  23. 

13.  Boellinger.    Munchener  medicinische  Wochenschrift,  June  2, 1891 ;  also  Medical  News» 
August  1,  1891. 

14.  Mr.  Woolcombe  for  Mr.  Swain,  London  Lancet,  April  16,  1895,  p.  904. 

15.  M.  W.  af  Schulten.  Finska  Lakaersallskapets  Handlingen,  September,  1895,  B.  xxxvii., 
No.  9 ;  also,  Central blatt  f.  Chirurgie,  1896,  No.  3,  p.  68. 

16.  W.  L.  Allen.    Journal  American  Medical  Association,  February  15,  1896,  vol.  xxvi., 
No.  5,  p.  199. 

17.  Sielzner.    Centralblatt  f.  Chirurgie,  1896,  No.  31,  Beilage,  p.  121. 

18.  Schopf.    Wiener  med.  Bliitter,  No.  44,  p.  863  ;  also,  Medical  Record,  April  21,  1900. 

19.  Jacobson.    Present  communication. 

20.  G.  W.  W.  Brewster,    Boston  Medical  and  Surgical  Journal,  vol.  cxlii.  p.  395, 

21.  W.  B.  Cannon.    American  Journal  of  Physiology,  May  1, 1898,  vol.  i..  No.  3. 

22.  Homans.    Boston  Medical  and  Surgical  Journal,  vol,  cxlii.,  No.  16,  p.  419. 

DISCUSSION. 

Dr.  R.  T.  Morris,  of  New  York  :  I  have  had  one  case  of  appendi- 
citis in  which  a  collectiou  of  hair  in  the  appendix  was  the  exciting 
cause.  The  girl  was  a  neurasthenic  hair-biter,  with  an  adherent,  irri- 
table prepuce,  which  I  removed.     In  many  of  these  cases  it  is  a  mani- 
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festation  of  a  neurosis.  In  the  photograph  presented  by  the  author  I 
see  there  is  evidently  a  marked  error  of  refraction,  and  possibly  this 
was  the  peripheral  irritation  which  gave  rise  to  this  neurotic  manifes- 
tation of  hair-biting.  The  question  of  using  catgut  in  the  stomach  is 
very  interesting.  I  have  always  feared  it  would  be  digested  if  it 
penetrated  to  the  secreting  glands  of  the  parenchyma  of  the  stomach. 
In  one  of  the  two  fatal  cases  of  gastroenterostomy  that  I  have  had 
death  resulted  from  digestion  of  the  catgut.  Since  then  I  have  always 
used  silk  sutures  in  the  stomach.  I  should  like  to  hear  further  on  this 
subject  from  Dr.  Jacobson. 

Dr.  Jacobson:  The  catgut  used  I  prepared  myself,  and  I  have 
never  had  any  trouble  from  what  I  have  personally  prepared.  It  was 
prepared  by  the  Bergmann  method,  and  is  subject  to  bacteriological 
examination  each  time  before  being  used.  There  was  nothing  to 
indicate  that  the  catgut  sutures  had  been  affected  by  digestion.  You 
will  remember  that  the  sutures  were  applied  in  three  layers,  and  there 
was  an  absolutely  uninterrupted  recovery.  The  child's  eyes  have 
never  been  examined,  and  I  cannot  say  what  is  the  cause  of  the 
drooping  of  one  eyelid,  shown  in  the  photograph. 


XLI.  Eecto-colonic  Enteroliths  and  Concretions. 
By  SAMUEL  G.  GANT,  M.D.,  LL.D., 

I^EW  YORK    CITY. 

Intestinal  calculi  have  been  found  in  every  portion  of  the 
intestine.  Writers  generally  agree  that  they  are  met  with  more 
frequently  in  the  colon  and  small  intestine  than  in  the  lower 
bowel.  The  fifty-three  cases  I  have  collected  show  the  contrary, 
for  out  of  this  number  thirty-four  were  located  in  the  rectum. 
They  are  found  more  frequently  in  women  than  in  men  and  in  per- 
sons past  forty,  only  one  case  (except  those  included  in  the  writer's 
table  of  cases),  that  of  Peacock's,  having  been  reported  where  the 
patient's  age  was  under  thirty.  Brinton  maintains  that  the 
average  age  is  fifty-three  and  a  half  years.  There  are  many 
varieties  of  intestinal  calculi  and  concretions,  and  I  have  been 
accustomed  to  group  them  as  follows  : 

1 .  Gallstones  (biliary  calculi).  2.  Hairy  concretions  (bezoars). 
3.    Avenoliths  (oat  stones).     4.    Enteroliths  (intestinal  calculi). 
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5.  Pancreatic  calculi.  6.  Urinary  calculi.  7.  Coproliths.  8. 
Prostatic  calculi.     9.   Miscellaneous  concretions. 

Gallstones  {biliary  calcidi)  are  met  with  more  frequently  than 
are  all  other  forms  of  intestinal  concretions.  They  enter  the  intes- 
tine through  the  duct  when  small,  and  by  ulceration  and  anastomosis 
when  large  and  irregular  in  shape.  In  Dennis'  eighty-three  cases 
of  gallstone  obstruction  operation  and  autopsy  demonstrated  the 
fact  that  the  stones  were  not  parallel  to  any  particular  location  of 
the  intestine. 

The  writer  has  on  several  occasions  found  gallstones  in  the 
feces,  and  has  twice  removed  them  from  the  rectum  where  they 
had  become  firmly  encysted.  In  each  case  they  caused  a  great 
deal  of  pain,  irritation,  and  sphincterismus.  They  were  com- 
posed largely  of  bile  pigment,  lime,  and  cholesterin.  They  may 
be  single  or  multiple  ;  occasionally  they  are  found  in  a  mass 
invested  in  a  coating  of  fecal  matter  and  salts,  forming  a  concre- 
tion of  sufficient  size  to  fill  the  rectum,  producing  complete 
obstruction. 

Hairy  Concretions  (bezoars).  Balls  of  hair  are  frequently 
found  in  the  stomach  and  intestines  of  inferior  animals  that  lick 
themselves.  Similar  concretions  have  been  found  in  the  human 
subject,  Eitchie's  case  being  the  most  celebrated  of  this  class. 
He  treated  a  girl  for  ileus  and  intestinal  rupture,  but  autopsy 
proved  that  her  suffering  was  caused  by  a  mass  of  hair  completely 
filling  and  making  a  perfect  mould  of  the  stomach  ;  two  smaller 
masses  were  found  in  the  intestine.  Cases  have  been  reported 
where  hair-balls  have  found  their  way  into  the  rectum  caused  by 
the  breaking  down  of  dermoid  cysts  of  the  ovaries.  The  writer 
knows  of  a  case  where  a  tumor,  orange-size,  composed  of  finely 
masticated  wood  fibre  was  successfully  removed  from  the  intestine 
of  a  woman.  It  was  caused  by  the  chewing  and  swallowing  of 
soft  wooden  tooth-picks,  a  not  uncommon  habit  in  certain  parts 
of  the  West. 

AvENOLiTHS  {oat  stones).  Concretions  of  this  variety  are 
rarely  seen  in  this  country,  but  are  frequently  met  with  in  Scot- 
land. They  are  found  principally  in  persons  who  consume  large 
quantities  of  oat  meal  ;  they  occur  less  frequently  at  the  present 
time  than  formerly,  because  the  Scotch  are  now  eating  more  meat 
and  less  meal.  Avenoliths  vary  from  cherry  to  orange  size,  ^re 
of  firm  consistence,  and  are  oval  or  flat  in  shape,  dependent  upon 
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location  and  pressure,  and  are  yellow  in  color  unless  mixed  with 
salts,  when  they  have  a  whitish  appearance.  They  are  formed 
of  crescentic  rings  of  vegetable  fibre  intermingled  with  lime, 
water,  feces,  and  silica  from  the  oat  (jNIaclagan).  During  the 
Irish  famine  of  1846  many  concretions  of  a  similar  nature  were 
encountered  caused  by  eating  the  husks  of  potatoes.  In  some 
cases  it  was  found  that  a  cherry  or  plumb-stone  acted  as  a  nucleus 
for  tlieir  formation.  Any  vegetable  food  having  long  and  coarse 
fibres  when  eaten  in  large  quantities  may  result  in  the  formation 
of  an  intestinal  concretion  of  this  type. 

Enteroliths  (^intestinal  calculi).  Stony  concretions  other  than 
gallstones  have  been  encountered  in  all  parts  of  the  intestine,  but 
less  frequently.  Enteroliths  are  rarely  met  with  under  forty, 
and  occur  more  frequently  in  women  than  in  men.  They  may  be 
small  and  irregular  in  shape,  or  large  and  oval,  and  vary  in  weight 
from  a  fe\y  grains  to  fifteen  ounces.  When  multiple  they  occa- 
sionally weigh  even  more.  Niemeyer  has  recorded  a  case  where 
thirty-two  stones  were  evacuated,  weighing  in  all  two  and  a  half 
pounds.  They  are  located  in  the  colon  and  rectum  more  fre- 
quently than  in  the  small  intestine. 

Composition.  The  make-up  of  intestinal  calculi  differs 
slightly.  Most  of  them,  however,  are  composed  principally  of 
the  phosphates  of  lime,  magnesia,  ammonia,  and  organic  matter. 
They  are  not  uncommon  in  persons  who  have  taken  for  a  consid- 
erable time  large  doses  of  mineral  remedies,  such  as  bismuth, 
chalk,  benzoin,  and  lime.  The  author  has  on  three  occasions 
removed  through  a  colostomy  opening  enormous  black,  putty-like 
masses,  composed  of  bismuth.  In  each  case  large  doses  of  this 
drug  had  been  given  daily  for  the  relief  of  a  colitis  and  frequent 
stools  when  the  irritation  causiug  the  watery  evacuations  was 
induced  by  a  mechanical  obstruction  of  the  rectum  due  to  stricture 
or  carcinoma. 

Pancreatic  calculi  are  rarely  found  in  the  intestine,  and 
when  present  are  so  small  that  they  do  not  produce  any  disturbance 
except  a  slight  irritation.  They  may  be  single  or  multiple,  smooth 
and  round,  or  faceted  and  irregular  in  shape,  and  are  very  brittle. 
They  find  their  way  into  the  intestine  usually  by  ulceration  or 
through  the  duct. 

Urinary  calculi  occasionally  find  an  exit  through  the  rec- 
tum, the  result  of  pressure  ulceration  from  a  stone  in  the  bladder. 
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The  writer  once  treated  a  gentleman  for  rectal  stricture  caused  by 
a  large  urinary  calculus  weighing  more  than  four  ounces.  In 
this  case  the  end  of  the  stone  projected  into  the  bowel  half  an 
inch.  It  was  removed  by  perineal  section,  because  its  attach- 
ment to  the  bladder  prevented  delivery  through  the  anus.  It  is 
not  unlikely  that  this  stone  would  in  time  have  found  its  way 
into  the  rectum  if  it  had  not  been  removed  by  operation. 

It  is  only  in  exceptional  cases  where  these  stones  are  of  suffi- 
cient size  to  cause  intestinal  obstruction. 

CoPROLiTHS  (fecoliths  or  fecal  calculi)  are  distinguished  from 
fecal  tumors  known  as  impacted  feces  by  their  smaller  size  and 
stony  hardness.  Usually  they  are  ovoid  in  shape  when  single, 
or  faceted  and  fit  perfectly  the  one  with  the  other  when  multiple. 
On  two  occasions  the  writer  has  removed  them  in  the  form  of 
scales.  They  were  slightly  soluble  in  water,  produced  a  stony 
sound  when  dropped  upon  a  hard  floor,  and  were  comp9sed  of  the 
residue  of  food,  together  with  earthy  or  chalky  matter. 

Prostatic  calculi,  according  to  some  writers,  are  said  to 
occasionally  find  their  way  into  the  lower  bowel  through  an 
ulcerative  process.  It  is  questionable  if  this  really  occurs.  Even 
if  they  should  no  serious  annoyance  would  follow  because  of  their 
diminutive  size. 

Miscellaneous  Concretions.  Concretions  of  variable  size 
and  shape,  composed  of  fruit  and  berry  seeds  encased  in  a  coating 
of  fecal  matter,  are  of  common  occurrence,  especially  during  the 
summer  months  when  fruit  is  plentiful.  Such  accumulations  occur 
more  frequently  in  children  than  in  adults,  and  boys  are  the  ones 
who  suffer  the  most.  The  writer  has  on  several  occasions  removed 
from  the  rectum  and  sigmoid  enormous  quantities  of  blackberry 
seeds,  persimmon-,  cherry-,  and  plum-stones,  causing  partial  or 
complete  obstruction.  Sometimes  pins,  fish-bones,  coins,  or  other 
foreign  bodies  which  have  been  swallowed  find  their  way  into  the 
intestine  and  act  as  a  nucleus  around  which  large,  hard  fecal 
tumors  form. 

Symptoms.  The  manifestations  produced  by  intestinal  calculi 
and  concretions  are  varied,  depending  upon  many  things.  The 
size,  number,  and  shape  of  the  offending  bodies  must  be  taken 
into  consideration  ;  also  the  length  of  time  since  they  made  their 
presence  known,  and,  further  still,  the  amount  of  occlusion  pro- 
duced by  them. 
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When  small  and  single,  and  sometimes  when  multij)le  and 
massed  together,  they  arc  evacuated  without  pain  or  other  serious 
disturbance.  Enteroliths  having  sharp  and  irregular  surfaces  are 
particularly  apt  to  lodge  at  some  point  in  the  intestine  and  pro- 
duce occlusion  because  they  become  a  local  irritant,  resulting  in 
inflammation  and  prolonged  contraction  of  the  muscular  coat  of 
the  bowel.  The  obstruction  is  likely  to  occur  where  the  bowel  is 
narrowed  by  a  stricture  or  tumor,  is  bound  down  by  adhesions  from 
without,  and  where  it  is  inflamed  from  whatever  cause.  Usually 
a  foreign  body  as  large  as  the  calibre  of  the  small  bowel  will 
safely  pass  through  the  intestine  when  there  is  no  change  in  the 
gut  wall  (Senn).  It  is  a  well-known  fact,  however,  that  small 
concretions  sometimes  produce  obstruction,  while  at  other  times 
much  larger  bodies  are  evacuated  with  ease.  Enteroliths  which 
become  encysted  or  lodged  in  a  fold  of  the  bowel  rarely  produce 
symptoms  of  acute  obstruction,  but  do  cause  colicky  pains,  diar- 
rhoea, constipation,  inflammation,  retention  of  gases,  ulceration, 
and  occasionally  the  discharge  of  pus,  blood,  and  mucus.  The 
date  of  entrance  of  gallstones  into  the  intestine  is  generally 
marked  by  a  coincident  hemorrhage.  The  symptoms  induced  by 
obstruction  from  intestinal  calculi  do  not  differ  from  those  pro- 
duced by  occlusion  from  other  causes,  with  the  possible  exception 
that  vomiting  begins  earlier.  When  they  cause  complete  occlusion, 
sooner  or  later  we  get  the  following  manifestations  if  the  disease 
is  allowed  an  uninterrupted  course  : 

(a)  Obstipation.  (6)  Violent  abdominal  pains.  (c)  Local 
tenderness.  (fZ)  Vomiting  of  the  gastric  contents,  bile,  and, 
finally,  fecal  matter.  (e)  Tympanites,  local  or  general.  (/) 
Pulse  fast  and  thread-like,  (g)  Variable  temperature,  (h)  Cold 
perspiration.  (/)  Facial  expression  of  anguish,  (j)  Rupture  of 
the  intestine,     (k)  Peritonitis.     (/)  Collapse  and  death. 

When  the  obstruction  is  located  in  the  rectum  local  pain,  hem- 
orrhage, straining,  and  sensations  of  weight  and  fulness  in  the 
lower  bowel  may  be  added  to  the  symptoms  just  named. 

Diagnosis.  Many  times  it  is  impossible  to  differentiate 
between  an  obstruction  caused  by  an  intestinal  concretion  and  a 
similar  condition  from  other  causes.  In  cases  of  acute  intestinal 
occlusion  in  elderly  persons  where  there  is  an  absence  of  definite 
signs  pointing  to  some  other  ailment,  the  presence  of  an  enterolith 
or   gallstones  should   be  suspected   (Dennis).       In   children   it    is 
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important  to  find  out  what  they  have  been  eating  to  determine  if 
a  collection  of  fruit  stones  is  causing  the  trouble.  Occasionally 
intestinal  calculi  can  be  located  by  palpating  the  abdomen.  When 
situated  in  the  sigmoid  flexure  or  rectum  the  diagnosis  is  made 
easy  by  means  of  digital  examination  and  the  aid  of  the  procto- 
scope or  colonoscope.  In  most  cases,  unfortunately,  the  exact 
location  and  nature  of  the  offending  body  is  not  known  until  they 
are  revealed  by  operation  or  autopsy.  A  chemical  and  micro- 
scopical examination  should  be  made  of  each  concretion  obtained 
by  operation  or  evacuation.  Then  some  idea  may  be  had  of  the 
patient's  liability  to  another  attack,  for,  should  it  prove  to  be  a 
biliary  calculus  and  other  stones  are  left  in  the  gall-bladder,  a 
second  attack  is  likely  to  follow. 

Treatment.  The  measures  to  be  instituted  for  the  relief  of 
disturbances  arising  from  enteroliths  and  other  forms  of  intestinal 
concretions  require  to  be  changed  from  time  to  time,  depending 
not  only  upon  the  manifestations  present,  but  also  upon  their 
location.  It  is  a  fortunate  thing  for  the  patient  when  they  are 
located  in  the  rectum  or  sigmoid  flexure,  because  when  in  this 
region  with  the  rectal  forceps,  a  good  light  and  a  large  proc- 
toscope, it  is  a  comparatively  easy  matter  to  see  and  remove 
them.  When  situated  in  the  colon  and  small  intestine  the  treat- 
ment becomes  more  difficult  and  dangerous.  Massage  and  mild 
salines  are  indicated  to  dislodge  them  when  the  obstruction  is 
incomplete ;  strong  purgatives,  never.  Sometimes  they  can  be 
evacuated  by  means  of  frequent  and  copious  enemata  composed  of 
water,  oil,  and  glycerin.  Where  there  is  rigidity  of  the  abdom- 
inal muscles,  great  pain  and  spasm  of  the  bowel  musculature,  hot 
fomentations  afford  much  relief  and  produce  a  relaxation  of  these 
parts.  Palliative  measures  should  be  discarded  when  it  becomes 
evident  that  the  occlusion  is  complete.  Here  nothing  short  of  a 
laparotomy,  the  opening  of  the  intestine,  and  removal  of  the  stone 
will  save  the  patient.  Khalofoff  has  on  two  occasions  success- 
fully extracted  enteroliths  by  making  a  colotomy.  Concretions 
occasionally  become  firmly  encysted,  and  extensive  dissections 
and  a  considerable  time  are  required  to  deliver  them. 

In  order  to  form  some  idea  as  to  the  most  frequent  location,  the 
ages  at  which  they  occur,  and  the  composition  of  enteroliths,  I 
have  collected  fifty-three  cases  of  intestinal  calculi  and  concretions, 
including  three  of  my  own.      Of  this  number  thirty-four  were 
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women  and  nineteen  men.  The  number  of  calculi  present  in  each 
case  varied  from  one  to  thirty-eight.  Thirty-nine  had  but  one 
stone,  and  thirteen  two  or  more.  Their  ages  ranged  from  six  to 
ninety-two  years.  Three  were  under  eight  ;  six,  between  four- 
teen and  twenty-five  ;  four,  between  twenty-five  and  forty  ;  thir- 
teen, between  forty  and  fifty  ;  ten,  between  fifty  and  sixty  ; 
seven,  between  seventy  and  eighty  ;  one,  between  eighty  and 
ninety,  and  one  above  ninety,  their  average  age  being  forty-seven 
and  two-third  years. 

The  stones  were  located  in  every  part  of  the  intestine  except 
the  duodenum  and  ascending  colon.  The  obstruction  was  in  the 
rectum  thirty-four  times  ;  the  sigmoid  in  five;  the  descending 
colon  in  one  ;  the  transverse  colon  in  two  ;  at  the  caecum  in 
three  ;  the  ileum  in  four,  and  the  jejunum  in  four.  The  most 
surprising  and  interesting  facts  brought  out  by  this  analysis  are 
that  the  calculi  occurred  nine  times  in  persons  not  more  than 
twenty  years  old,  and  were  located  in  the  rectum  more  frequently 
than  in  all  other  parts  of  the  intestine,  showing  that  these  statistics 
differ  materially  from  those  of  other  writers. 


XLII.  Results  Following  the  Cure  of  Chronic  Defects 
OF  THE  Vesical  Function. 


By  EUGENE  FULLER,  M.D., 

NEW  YORK  CITY. 


A  bladder  in  a  normal  condition  empties  itself  freely  and  com- 
pletely at  the  end  of  each  act  of  urination.  There  are  numerous 
factors  the  influence  of  which  serve  to  cripple  that  function,  and 
with  the  long  establishment  of  such  crippling  certain  pathological 
changes  in  connection  with  the  urinary  tract  result.  It  is  the 
purpose  of  this  article  to  illustrate  the  fact  that  following  the  sur- 
gical removal  of  such  factors  a  strong  natural  tendency  manifests 
itself  to  repair  whatever  pathological  changes  may  have  resulted. 
Among  the  factors  which  so  cripple  the  vesical  function  may  be 
mentioned  stricture  of  the  urethra,  chronic  contraction  of  the 
prostatic  fibres  encircling  the  vesical  neck,  senile  prostatic  hyper- 
trophy,  calculi,   and  tumors.      Vesical   tenesmus,   stagnation  of 
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urine,  and  urinary  infection  consequent  upon  the  establishment  of 
these  factors,  are  the  direct  causes  for  the  resulting  pathological 
changes  in  connection  with  the  urinary  tract.  Long-continued 
vesical  tenesmus  against  a  slowly  increasing  obstruction  to  urina- 
tion causes  hypertrophy  in  connection  with  the  muscular  fibres  of 
the  bladder  wall,  so  that  in  extreme  instances  the  wall  becomes 
somewhat  over  half  an  inch  in  thickness.  The  walls  of  such 
bladders  are  firm  and  unyielding,  their  cavities  contracted,  and 
their  capacities  consequently  small.  Stagnation  of  urine  causes 
vesical  distention  and  stretching  of  the  bladder  walls.  If  the 
stagnation  be  acute,  consequent  on  a  suddenly  developed  obstruc- 
tion to  the  voidance  of  urine,  overstretching  and  thinning  of  the 
bladder  walls,  even  to  the  point  of  rupture,  may  ensue.  A  greatly 
overstretched  bladder  loses  its  contractile  power  and  is  spoken  of 
as  atonic.  Generally  the  factor  which  cripples  the  vesical  func- 
tion is  of  slow  development.  In  such  instances  the  gradual 
increase  of  vesical  muscular  hyperplasia  for  a  considerable  time 
compensates  for  the  increasing  obstruction.  Eventually,  how- 
ever, the  obstruction  begins  to  become  greater  than  the  increased 
strength  of  the  bladder  can  overcome,  and  dilatation  of  the  cavity 
and  stretching  of  the  walls  begin.  The  interior  of  such  a  vesical 
cavity  appears  trabeculated  and  rugous,  due  to  the  fact  that  some 
of  the  muscular  bands  are  stronger  than  others  and  do  not  give 
way  and  stretch  under  the  intravesical  pressure.  In  extreme 
instances  deep  sacculi  form,  marking  vesical  areas  where  there 
has  been  great  yielding  of  the  fibres,  and  sometimes  the  mucous 
vesical  layer  is  forced  through  the  muscular  meshwork,  a  deep 
sacculus  with  a  narrow  neck  appearing,  the  walls  of  which  are 
made  up  only  of  peritoneum  and  mucous  membrane.  The  effects 
of  chronic  vesical  stagnation  are  confined  not  alone  to  the  bladder 
walls,  but  also  to  those  of  the  ureters  and  the  renal  pelves.  The 
uretero-vesical  valves,  which  in  normal  conditions  close  tightly 
after  urine  is  rhythmically  ejected,  become  so  patulous  that  in 
extreme  instances  the  tip  of  the  little  finger  can  pass  them  without 
resistance.  The  whole  ureteral  calibre  in  such  cases  becomes  in 
like  manner  distended.  The  natural  ureteral  resistance  to  a 
vesical  reflux  is  consequently  removed,  the  result  being  the  devel- 
opment of  an  intrapelvic  fluid  pressure.  The  walls  of  the  pelves 
offer  comparatively  little  resistance  to  such  pressure,  and  the  estab- 
lishment of   hydronephrosis  ensues.       Where  hydronephrosis  is 
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extensive  the  stretching  process  involves  the  kidney,  and  eventually 
in  a  large  degree  cripples  its  function. 

Vesical  infection,  the  third  cause  for  the  resulting  pathological 
changes,  adds  the  inflammatory  element  to  the  processes  already 
described.  An  infective  process  in  this  connection  manifests 
itself  at  first  by  the  development  of  a  cystitis.  It  is  not,  however, 
the  inflammation  in  connection  with  the  vesical  walls  themselves 
which  is  usually  of  chief  importance  in  this  connection,  but  rather 
the  ascent  of  the  inflammation  up  tlie  patulous  ureters  and  into 
the  renal  pelves.  Inflammation  in  this  latter  position  is  of  espe- 
cial danger  owing  to  its  tendency  to  cripple  the  renal  function  by 
a  subsequent  direct  involvement  of  the  secreting  tubules. 

It  stands  to  reason  that  the  pathological  defects  which  have 
been  enumerated,  and  especially  such  of  them  as  are  of  a  severe 
grade,  cannot  immediately  disappear  after  the  removal  of  the 
factor  which  has  caused  the  crippling  of  the  vesical  function. 
Still,  if  a  remedial  operation  has  been  thoroughly  performed  and 
the  after-treatment  attended  to,  the  reversion  to  a  normal  condi- 
tion is  often  effected  in  a  surprisingly  short  period.  It  is  not 
within  the  scope  of  this  paper  to  discuss  operative  procedure  ; 
still,  it  may  be  well  to  emphasize  the  fact  that  in  operating  the 
surgeon  should  have  in  mind  not  only  the  removal  of  the  disturb- 
ing factor,  but  also  the  establishment  of  vesical  rest  through 
artificial  drainage  until  such  a  time  as  the  resulting  lesions  in  con- 
nection with  the  urinary  tract  have  had  time  to  repair.  For 
illustration,  a  few^  cases  will  be  cited  : 

Case  I. — A  man,  aged  forty-five  years.  Had  led  a  very  dissipated 
life  for  years.  For  the  last  ten  years  had  been  troubled  with  urethral 
stricture.  His  habit  had  been  to  neglect  himself  till  on  the  verge  of 
vesical  retention.  He  would  then  submit  to  having  his  stricture 
dilated  enough  only  to  tide  over  the  emergency.  After  at  fii-st  devel- 
oping an  hypertrophy,  the  bladder  finally  became  atonic  and  capable 
of  but  partially  emptying  itself.  Its  contents  also  became  infected, 
the  infection  extending  up  to  and  involving  both  renal  pelves.  Finally 
the  urine  became  scant,  and  beside  being  charged  with  albumin,  con- 
tained many  casts.  Symptoms  of  uraemia  developed,  among  them 
being  an  attack,  on  one  occasion,  of  oedema  of  the  glottis,  which  nearly 
proved  fatal.  The  physicians  in  attendance  at  that  time  assured  the 
patient  that  he  was  in  the  last  stages  of  chronic  Bright's  disease,  and 
that  at  best  his  life  would  be  of  but  brief  duration.  Shortly  after  the 
subsidence  of  this  oedematous  attack  the  case  came  under  mv  observa- 
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tion.  My  diagnosis  was  that  the  uraemia  was  caused  not  by  a  condi- 
tion of  chronic  Bright's  disease,  but  by  one  of  bacillary  nephritis 
dependent  on  an  extension  to  the  renal  substance  of  an  ascending 
infection,  and  I  felt  that  if  the  infection  could  be  eliminated  by  the 
removal  of  the  stricture  and  the  establishment  of  thorough  vesical 
drainage,  combined  with  free  diuresis,  the  kidneys  would  then  be  found 
to  be  in  a  comparatively  undamaged  condition  and  capable  of  per- 
forming their  function.  Although  the  outcome  of  an  operation  seemed, 
of  course,  very  grave,  still  there  was  evidently  nothing  to  be  hoped 
for  from  palliative  measures. 

The  patient  agreed  to  operation.  The  stricture  was  divided  and  the 
bladder  drained  through  perineal  incision.  Alcoholic  stimulation  was 
stopped  and  heavy  doses  of  strychnine  substituted ;  the  bowels  were 
purged  by  calomel  administered  promptly  after  the  operation.  The 
patient  speedily  developed  a  rather  severe  attack  of  delirium  tremens. 
His  kidneys,  however,  did  not  falter,  bat  gradually  threw  off  the 
infection,  as  did  also  the  urinary  tract,  and  after  a  month's  rest  the 
bladder,  on  the  healing  of  the  perineal  wound,  resumed  its  function, 
emptying  itself  completely  at  the  end  of  each  act  of  micturition. 
Three  months  after  the  operation  the  urine  was  found  to  be  sterile, 
free  from  albumin  and  casts,  and  to  contain  the  normal  amount  of 
urea. 

Case  II. — A  man,  aged  fifty  years.  For  many  years  there  had 
been  a  history  of  frequent  and  difficult  urination,  and  for  the  last  few 
years  it  had  been  necessary  to  wear  a  rubber  urinal,  so  frequent  and 
spontaneous  had  the  acts  become.  Retention  had  never  occurred. 
Examination  of  the  urethra  showed  the  existence  of  a  rigid  narrow 
stricture  in  the  deep  portion  of  the  canal.  Aside  from  a  small  amount 
of  pus  and  mucus  the  urine  was  normal.  On  making  a  perineal  sec- 
tion, dividing  the  stricture  and  entering  the  bladder,  the  cavity  of  the 
organ  was  found  to  be  very  contracted,  its  inner  surface  rugous,  and 
its  walls  so  firm  that  all  attempts  failed,  even  under  profound  anaes- 
thesia, to  distend  it  beyond  a  capacity  of  an  ounce  and  a  half.  Con- 
tracted bladder  similar  to  the  one  discovered  might  have  represented 
a  pathological  condition  caused  by  perivesical  inflammation — a  peri- 
cystitis, so  called.  Such  a  lesion  is  permanent  and  not  to  be  corrected 
by  surgical  procedure.  The  long  continuance  of  tight  stricture  with- 
out the  occurrence  of  retention  and  the  rugous  feel  presented  to  intra- 
vesical touch  made  it  far  more  probable,  however,  that  the  contraction 
was  due  wholly  to  hyperplasia  of  the  vesical  muscular  fibre,  the 
increase  in  the  muscular  tonicity  of  the  bladder  walls  having  been 
able  up  to  that  time  to  fully  compensate  for  the  gradually  increased 
resistance  to  urination  offered  by  the  stricture.    My  prognosis  accord- 
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ingly  was  that  through  long-continued  vesical  rest,  to  be  accomplished 
by  perineal  drainage,  followed  by  the  establishment  of  a  perfectly 
pervious  urethra,  there  would  gradually  be  a  disappearance,  owing  to 
retrograde  changes,  of  the  muscular  hypertrophy,  and  such  was  the 
outcome  of  the  case.  The  bladder  was  drained  for  a  month.  Then 
the  perineal  tube  was  removed,  and  at  the  end  of  six  weeks  easy 
voidance  of  urine  by  way  of  the  urethra  occurred.  The  acts,  how- 
ever, were  at  first  frequent,  a  violent  and  sudden  expulsion  occurring 
as  soon  as  two  ounces  had  collected.  The  suddenness  of  the  acts 
made  it  necessary  for  a  rubber  urinal  to  be  worn.  After  a  few  months 
it  was  found  that  three  ounces  could  be  retained  and  that  the  onset  of 
urination  was  not  quite  so  precipitate.  Gradual  improvement  along 
these  lines  continued  for  about  a  year,  when  a  capacity  of  six  ounces 
was  attained  and  the  commencement  of  the  act  was  well  under  indi- 
vidual control.  The  case  passed  out  of  my  observation  at  that  time, 
although  I  think  it  most  likely  that  after  a  still  longer  period  the 
capacity  of  the  bladder  would  have  been  found  to  have  correspond- 
ingly increased. 

Case  III. — A  man,  aged  seventy  years.  Nine  years  previously, 
after  a  gradual  increasing  frequency  and  difficulty  of  urination,  reten- 
tion had  occurred.  That  accident  marked  the  commencement  with 
him  of  a  complete  dependence  on  a  catheter  for  the  voidance  of  urine. 
For  several  years  after  his  commencement  of  catheter  life  a  soft  rubber 
instrument  could  be  passed.  Then  with  the  establishment  of  a  chronic 
vesical  infection  the  deep  urethra  gradually  became  so  inflamed  and 
spasmodic  that  the  soft  rubber  instrument  would  no  longer  pass,  and 
a  stiff  gum-elastic  one  had  to  be  substituted.  The  use  of  this  latter 
instrument  was  attended  by  some  traumatism,  the  result  being  that 
eventually  every  instrumentation  became  difficult  and  painful.  The 
urine  had  for  some  time  been  very  foul  and  ammoniacal,  and  vesical 
tenesmus  had  developed — symptoms  which  pointed  strongly  toward 
the  conclusion  that  phosphatic  stone  formation  had  as  a  consequence 
resulted.  In  fact,  the  time  had  been  reached  when  a  crisis  had 
occurred,  in  that  the  palliative  treatment  afforded  by  the  use  of  the 
catheter  no  longer  availed,  and  the  patient  had  to  either  be  left  to  die 
or  resort  to  a  radical  surgical  procedure.  The  latter  course  being 
accepted,  the  bladder  was  opened  suprapubically.  One  phosphatic 
stone  of  about  one-half  ounce  in  size  was  found,  situated  in  a  post- 
prostatic  pouch,  which  had  formed  under  and  behind  a  large  intra- 
vesical projecting  mass  of  prostatic  hypertrophy,  and  another  of 
somewhat  less  size  lay  encysted  very  firmly  in  a  vesical  sacculus — a 
result  of  the  chronic  vesical  obstruction.  There  were,  beside  a  rough 
network  of  muscular  trabeculse,  several  other  less  extensive  vesical 
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sacculi.  The  mouths  of  both  ureters  were  very  patulous,  easily- 
admitting  the  tip  of  the  little  finger.  After  the  removal  of  the  calculi 
the  prostatic  obstruction  was  enucleated  according  to  my  method  and 
thorough  drainage  established,  thus  insuring  perfect  vesical  rest  for 
the  succeeding  month  and  a  half.  At  the  end  of  that  time  the  bladder 
successfully  resumed  its  normal  function.  At  first  the  stream  on 
urination  was  without  great  force,  but  by  the  end  of  six  months  the 
act  had  become  free  and  natural,  and  intravesical  inspection  through 
the  aid  of  a  cystoscope  showed  an  almost  complete  disappearance  of 
the  pathological  vesical  features  already  described.  Had  a  similar 
intravesical  inspection  been  made  at  the  end  of  a  year,  I  feel  sure  it 
would  have  been  found  that  all  pathological  vesical  changes  had 
disappeared. 


XLIII.  The  Indications  for  and  Limitations  of  Spinal 

COCAINIZATION   IN   SuRGERY. 
By  GEORGE  EYERSON  FOWLER,  M.D., 

NEW  YORK  CITY. 

No  apology  is  necessary  for  introducing  the  subject  of  surgical 
analgesia  obtained  by  injection  of  cocaine  in  the  lumbar  subarach- 
noid space.  It  certainly  was  the  most  startling  and  interesting 
if  not  the  most  important  subject  discussed  at  the  International 
Medical  Congress  in  Paris  last  summer,  and  this,  together  with 
the  numerous  articles  published  both  before  and  since,  contributes 
to  enhance  interest  in  the  subject  from  the  stand-point  of  the 
practical,  everyday  surgeon.  The  method  has  already  found  its 
way  into  several  of  the  surgical  services  in  Paris,  and  is  on  trial 
practically  all  over  the  world,  with  every  prospect  of  either  mak- 
ing rapid  progress  in  the  confidence  of  surgeons,  or  of  being 
unqualifiedly  and  perhaps  unjustly  condemned. 

Every  new  method  in  surgical  art  should  be  supported  on  fixed 
scientific  data  in  order  to  justify  its  existence,  and  upon  clinical 
experience  to  support  the  confidence  of  those  who  employ  it. 
With  this  latter  in  view,  I  have  applied  the  method  in  104  cases, 
with  the  view  of  determining  the  indications  for  and  limitations 
of  its  use. 

I  wish  to  state  in  advance  that  my  experience  in  this  group  of 
cases  leads  me  to  the  belief  that,  with  proper  precaution  to  fore- 


SPINAL    COCAINIZATION    IN    SURGERY.  407 

stall  the  mental  shock  and  physical  disturbances  which  cannot 
otherwise  be  separated  from  the  method  in  the  present  state  of 
our  knowledge  regarding  it,  the  method  has  a  place  in  surgery. 
That  this  place  is  that  of  a  substitute  for  general  anaesthesia,  even 
within  the  limits  of  the  regions  in  which  analgesia  can  be  pro- 
cured by  its  use,  I  cannot  affirm,  inasmuch  as  many  questions 
must  enter  into  the  considerations,  not  the  least  important  of 
w^hich  is  the  element  of  mental  shock  due  to  consciousness  on  the 
part  of  the  patient  of  the  not  infrequent  disagreeable  incidents 
almost  necessarily  inseparable  from  the  performance  of  surgical 
operations. 

For  the  purposes  of  presentations  of  the  subject  1  have  adopted 
the  following  classification  of  the  cases  in  which  I  have  employed 
the  method,  dividing  these  into  groups  according  to  the  region  of 
the  body  operated  upon  : 

1.  Operations  upon  (he  legs  (from  and  including  the  foot  to  the 
knee).  This  includes  three  cases  of  amputation  of  the  toe  ;  two 
cases  of  excision  of  the  astragalus  ;  one  case  of  extirpation  of  an 
enchondroma  of  the  ankle-joint ;  one  case  of  tenotomy  of  the  tendo 
Achillis  ;  one  case  of  supramalleolar  osteotomy  ;  two  cases  of 
amputation  of  the  leg,  and  two  cases  of  excision  of  varicose  ulcer 
of  the  leg. 

2.  Operations  in  the  Region  of  the  Knee.  This  includes  one 
case  of  tenosynovitis  of  the  inner  hamstring  ;  one  case  of  arthrot- 
omy  of  the  knee  ;  three  cases  of  suture  of  fracture  of  the  patella. 

3.  Ojperations  Upon  the  Thigh  and  Groin.  These  include  four 
cases  of  ligation  of  the  internal  saphenous  vein  ;  one  case  of  tuber- 
cular ulcer  of  the  thigh  ;  one  case  of  amputation  at  the  hip-joint ; 
one  case  of  amputation  of  the  thigh  ;  one  case  of  inguinal  adenec- 
tomy  ;  one  case  of  excision  of  superficial  and  deep  inguinal  and 
external  iliac  lymphatic  glands  for  primary  carcinoma,  and  one 
case  of  osteoma  of  the  femur. 

4.  Extrapemtoneal  Operations  in  the  Pelvic  Region,  including 
the  Perineum  and  Ano-rectal  Region.  These  include  excision  of 
hemorrhoids  ;  plastic  operations  upon  the  pelvic  floor  ;  curettage 
of  the  uterus  ;  excision  of  suppurating  vulvovaginal  glands  ; 
introduction  of  Harris'  segregator  ;  urethrocervical  fistula  ;  cir- 
cumcision ;  excision  of  varicocele  ;  orchidectomy  ;  operations  for 
radical  cure  of  hydrocele  ;  amputation  of  prolapsed  rectum  ; 
excision  of  urethral  caruncle  ;  fistula-in-ano  ;    external  perineal 
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urethrotomy  and  perineal  section.     This  group  includes  forty-five 
cases. 

5.  Intraperitoneal  Operations  in  the  Pelvic  Region.  In  this 
group  are  placed  two  cases  of  vaginal  hysterectomy. 

6.  Abdominal  Section.  This  group  includes  two  cases  of  acute 
appendicitis  ;  one  case  of  chronic  appendicitis  ;  three  cases  of 
abdominal  hysterectomy  ;  one  case  of  cholecystotomy  ;  one  case 
of  ectopic  gestation  ;  one  case  of  inguinal  colostomy  ;  one  case  of 
closure  of  fecal  fistula  ;  one  case  of  incision  and  drainage  of  mes- 
enteric cyst  ;  one  case  of  tubercular  peritonitis  ;  two  cases  of 
Albert-Frank  gastrostomy  ;  two  cases  of  o5phorectomy  and  sal- 
pingectomy ;  one  case  of  incarcerated  ventral  hernia  ;  one  case 
of  transperitoneal  ligation  of  the  external  iliac  artery  ;  one  case 
of  closure  of  inguinal  artificial  anus. 

7.  Operations  for  the  Radical  Cure  of  Inguinal  Hernia.  Eight 
cases  are  included  in  this  group.  One  of  them  was  a  case  of 
double  hernia. 

8.  Operations  Upon  the  Abdominal  Wall.  One  case  of  incision 
of  suppurating  periumbilical  cyst  is  here  included. 

9.  Operations  in  the  Renal  Region.  One  case  of  nephrectomy 
is  here  included. 

10.  Operations  Upon  the  Thorax.  One  case  of  costal  resection 
represents  this  group. 

Without  entering  into  the  details  of  these  cases,  many  of  which 
have  been  heretofore  reported/  I  wish  to  simply  make  some 
comments  based  upon  my  experience  in  the  use  of  the  method  as 
applied  to  the  cases  in  the  several  groups. 

Inasmuch  as  the  analgesia  commences  in  the  parts  situated  below 
and  the  most  remote  from  the  site  of  injection,  and  gradually 
extends  to  the  parts  above,  the  region  of  the  foot  and  leg  remains 
insensitive  for  the  longest  period  of  time,  and,  therefore,  oppor- 
tunity is  here  afforded  for  the  exhibition  of  the  advantages  of  the 
method,  so  far  as  the  production  and  length  of  time  of  the  anal- 
gesia is  concerned.  All  of  the  cases  in  this  group  were  entirely 
and  unqualifiedly  successful  in  this  respect. 

The  only  drawback  in  the  cases  operated  upon  in  the  region  of 
the  knee  was  a  convulsive  spasm  of  the  quadriceps  extensor  when 
the  attempt  was  made  to  approximate  the  fragments  in  one  of  the 

1  Philadelphia  Medical   Journal,  November  3,  1900.     The   Medical  News,  New  York, 
January  5,  1901. 
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cases  of  suture  of  the  fractured  patella.  This,  however,  was  con- 
trolled by  steady  traction  upon  the  upper  fragment  by  means  of  a 
hooked  retractor,  combined  with  pressure  upon  the  muscular  mass 
above.  I  have  experienced  the  same  difficulty  in  the  course  of 
operations  of  this  character  under  a  general  anaesthetic,  where  the 
anaesthesia  was  sufficient  to  abolish  sensation  and  yet  not  sufficient 
to  control  this  reflex. 

My  experience  in  operations  in  the  region  of  the  thigh  and 
groin,  as  well  as  extra-peritoneal  operations  in  the  pelvic  region, 
including  the  perineum  and  ano-rectal  region,  impresses  me  with 
the  fact  that  the  method  may  be  used  here  with  advantage  under 
circumstances  where  the  administration  of  a  general  anaesthetic 
is  undesirable  or  inadmissible.  In  fact,  there  are  comparatively 
few  operations  in  these  regions  which  an  average  rapid  operator 
cannot  complete  in  less  than  forty-five  minutes  ;  the  vast  majority 
of  cases  admit  of  completion  in  half  an  hour. 

Coming  now  to  the  cases  of  abdominal  section,  it  must  at  once 
be  acknowledged  that  all  of  the  inconveniences,  drawbacks,  and 
uncertainties  of  the  method  stand  out  in  bold  relief.  The  skin 
incision,  providing  this  is  made  below  the  umbilicus,  is  painless. 
In  exceptional  instances  incisions  above  the  umbilicus  are  not  at- 
tended with  pain;  but  this  cannot  be  relied  upon.  The  peritoneum 
is  relatively  more  sensitive  than  the  structures  of  the  abdominal 
wall,  and  if  inflamed  very  little  analgesic  influence  is  exercised 
at  all.  This  membrane  resists  contact  with  gauze  compresses  to  a 
greater  or  lesser  extent.  Exceptionally,  I  have  been  able  to  com- 
plete the  abdominal  section  without  any  complaints  on  the  part  of 
the  patient  ;  in  the  majority,  however,  there  has  been  more  or 
less  discomfort,  which,  while  not  always  sufficient  to  demand  a 
general  anaesthetic,  require  more  or  less  soothing  and  encouraging 
remarks  from  the  operator  or  his  assistants.  In  the  case  of 
inflamed  and  incarcerated  ventral  hernia,  it  became  necessary  to 
administer  a  general  anaesthetic  on  account  of  pain  ;  and  in  the 
case  of  ectopic  gestation  this  became  necessary  in  order  to  control 
the  restlessness  of  the  patients  which  threatened  to  seriously  inter- 
fere with  the  requisite  manipulation  incident  to  the  arrest  of  a 
sudden  gush  of  blood  following  a  displaced  blood  clot.  In  addi- 
tion to  these  features,  more  or  less  embarrassment  due  to  difficul- 
ties in  making  efficient  retraction,  the  presence  of  vigorously 
contracted  sections  of  the  intestinal  canal,  and  discomfort  from  a 
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prolonged  and  extreme  elevated  pelvis  in  Trendelenburg  posture, 
were  experienced. 

In  three  of  the  hernia  cases  the  freedom  from  pain  during  the 
operation  was  not  absolute,  the  patient  complaining  when  the  dis- 
tribution of  the  ilio-inguinal  and  ilio-hypogastric  nerves  was 
invaded,  although  in  no  instance  did  it  become  necessary  to  resort 
to  a  general  anaesthetic  to  complete  the  operation. 

The  single  case  of  nephrectomy  bears  out  the  favorable  expe- 
rience of  Tuffier  in  respect  to  this  class  of  cases. 

Basing  my  conclusions  upon  the  results  obtained  in  this  series 
of  cases,  I  would  say  that  the  limitations  of  the  successful  appli- 
cation of  the  method  so  far  as  locality  is  concerned  are  repre- 
sented by  the  parts  of  the  body  below  Poupart's  ligament,  if  by 
the  term  ^^  successful  application^^  is  meant  the  same  immunity 
from  pain  during  the  operation  as  can  be  obtained  by  the  use  of 
a  general  anaesthetic.  Further,  if  the  term  ^^  relatively  success- 
fuP'  be  permitted  as  applied  to  regions  in  which  the  surgeon 
cannot  be  assured  of  total  immunity  from  pain,  but  in  which  the 
majority  suffer  no  pain,  then  the  upper  boundary  or  the  area  of 
the  body  in  which  the  method  is  applicable  may  be  extended  to 
the  umbilicus,  anteriorly,  while  posteriorly  the  limits  of  surgical 
analgesia  appear  to  reach  a  somewhat  higher  plane,  thus  permit- 
ting of  its  application  to  operations  upon  the  renal  organs. 
Beyond  this  point,  however,  the  application  of  the  method  for 
surgical  purposes  is  purely  experimental  and  speculative,  and 
hence  not  to  be  resorted  to  save  with  the  full  knowledge  on  the 
part  of  everyone  concerned  of  the  possibilities  of  its  failure  and 
the  necessity  for  supplementing  its  action  by  the  use  of  a  general 
anaesthetic. 

While  disposed  to  take  a  conservative  stand  in  respect  to  the 
general  applicability  of  the  method,  and  realizing  that  it  is  far 
from  being  an  ideal  resource,  I  cannot  refrain  from  calling  atten- 
tion to  the  fact  that  the  cases  already  reported  exceed  1000,  and 
that  it  is  highly  improbable,  if  the  method  were  attended  with  a 
real  and  definite  mortality  the  numerous  operators  who  are  put- 
ting it  to  actual  use  would  not  be  deterred  from  placing  human 
lives  in  jeopardy  daily  by  its  employment. 

As  a  result  of  my  own  experience,  far  too  limited,  I  must 
admit,  for  purposes  of  comparison  with  the  statistics  of  genej'al 
anaesthesia,  I  am  free  to  state  that  I  have  grown  to  regard  the 
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symptoms  referable  to  the  circulatory  and  respiratory  organs  as 
not  particularly  significant,  just  as  those  who  have  become 
familiar  with  some  of  the  peculiar  and,  to  the  novice,  startling 
phenomena  of  general  anaesthesia  cease  to  become  alarmed  when 
these  occur. 

So  far  as  the  circulatory  and  respiratory  symptoms  which  occur 
under  spinal  cocainization  are  concerned,  I  have  experienced  far 
less  anxiety  regarding  these  since  resorting  to  the  preliminary 
stimulating  effects  of  strychnine.  In  my  last  fifty  cases  I  have 
given  a  tenth  of  a  grain  hypodermically  about  a  quarter  of  an 
hour  before  the  injection,  and  as  a  result  of  this  medication  these 
symptoms  have  occurred  far  less  frequently  and  in  a  much  lesser 
degree. 

Briefly  stated,  the  other  phenomena  which  have  excited  atten- 
tion, and  in  the  minds  of  some  operators  positive  alarm,  are  cold 
perspiration  upon  the  surface,  nausea,  and  vomiting,  trembling  of 
the  limbs,  headache,  chills,  and  elevation  of  temperature.  The 
most  frequently  observed  of  these  are  vomiting,  headache,  and 
rise  of  temperature. 

In  my  experience  vomiting  occurs  in  only  about  25  per  cent,  of 
the  cases.  This  includes  the  cases  comparatively  infrequent,  in 
which  the  patient  vomits  after  leaving  the  operating-room.  It 
mav  occur  anv  time  between  ten  minutes  to  an  hour  followino^ 
the  injection.  It  lasts  but  a  few  moments  when  it  does  occur,  is 
neither  violent  nor  distressing,  and  save  in  the  cases  of  abdominal 
section  is  of  but  slight  importance,  either  to  the  operator  or  the 
patient.  It  certainly  cannot  be  looked  upon  as  a  serious  contra- 
indication to  the  employment  of  the  method  from  any  stand-point. 
In  order  to  relieve  the  nausea  which  precedes  the  vomiting,  I 
have  taken  a  hint  from  cases  operated  upon  under  this  method, 
in  which  the  preliminary  fasting  usually  prescribed  in  the  prepara- 
tion of  patients  for  general  anaesthesia  was  omitted,  and  given  the 
patient  a  drink  of  hot  water  or  strong  coffee  upon  the  appearance 
of  the  first  sign  of  nausea.  It  will  probably  develop,  in  further 
experience  with  the  method,  that  a  light  meal  may  be  taken  with 
advantage  at  the  usual  mealtime  preceding  the  operation,  or  per- 
haps a  bowl  of  soup  or  other  nourishing  liquid  just  before  the 
time  appointed  for  the  operation.  I  have  combined  whiskey  with 
the  liquid  given,  with  the  view  of  effecting  stimulation  at  the 
same  time,  but  have  not  found  this  necessary  since  adopting  the 
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plan  of  giving  a  tenth  of  a  grain  of  sulphate  of  strychnine  before 
the  injection  of  the  cocaine. 

The  headache,  which  comes  on  in  from  three  to  four  hours,  is 
probably  due  to  the  absorption  of  the  cocaine,  or  its  separation 
from  the  cerebro-spinal  fluid.  Most  frequently  it  is  mild  in  char- 
acter, is  limited  to  a  painful  area  between  the  eyes,  and  disap- 
pears in  a  few  hours.  It  is  occasionally  sufficiently  severe  and 
prolonged  to  require  medication  for  its  relief.  Nitroglycerin 
seems  to  act  as  efficiently  as  any  of  the  drugs  usually  employed 
for  this  purpose.  Inasmuch  as  this  symptom  is  sufficiently  pro- 
nounced in  only  about  one-half  of  the  cases  to  cause  the  patient  to 
complain,  it  cannot  be  looked  upon  as  a  direct  contraindication  to 
the  use  of  the  method. 

The  rise  of  temperature,  which  occurs  rather  more  frequently 
than  the  headache,  begins  somewhat  abruptly  late  in  the  afternoon 
or  in  the  evening  of  the  day  of  the  operation.  It  may  reach  101° 
or  102°  F.,  and,  as  a  rule,  disappears  rapidly.  In  one  of  my 
cases  it  reached  106.8°  F.,  and  was  accompanied  by  delirium. 
The  patient,  however,  unknown  to  me,  had  actual  suppression  of 
urine  at  the  time  of  the  injection,  and  it  is  difficult  to  determine 
just  what  the  cause  of  these  untoward  symptoms  was.  With 
increased  experience  with  the  method  in  which,  quite  naturally, 
faults  in  the  technique  are  eliminated,  elevation  of  temperature, 
when  the  thermic  rise  can  be  fairly  attributed  to  the  injection,  has 
ceased  to  be  a  symptom  of  importance  in  my  estimation. 

Involuntary  defecation,  which  took  place  in  five  of  the  cases, 
has  been  urged  as  an  objection  to  the  method  on  the  purely 
aesthetic  grounds  that  its  occurrence  in  a  highly  sensitive  patient 
must  necessarily  lead  to  some  mental  distress.  This  has  not  been 
manifest  in  my  experience.  It  has  only  occurred  in  instances  in 
which  the  customary  cathartic  preliminarily  administered  has 
failed  to  act  sufficiently  early  to  thoroughly  clear  the  bowels.  It 
has  not  been  present  when  this  portion  of  the  preparation  has 
been  omitted,  as  it  may  profitably  be  in  many  instances. 

I  have  been  struck  by  the  fact  that  the  old  and  feeble  have 
shown  less  of  the  disagreeable  features  incident  to  the  method 
than  the  young  and  vigorous.  Further,  the  former  have  given 
me  decidedly  less  anxiety  during  the  first  few  hours  following  the 
most  grave  operative  procedures  than  when  a  general  anaesthetic 
has  been  employed.     In  this  class  of  cases  I  have  come  to  dis- 
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regard  what  are  usually  looked  upon  as  contraindications  when 
the  employment  of  a  general  antesthetic  is  under  consideration, 
such  as  cardiac,  renal,  and  pulmonary  lesions.  My  confidence  in 
the  safety  of  the  method  has  been  greatly  enhanced  by  the  fact 
that  many  of  the  patients  in  this  series  had  heart  murmurs,  not  a 
few  were  the  subjects  of  degenerate  renal  disease,  and  one  suffered 
from  the  gravest  pulmonary  lesions,  namely,  gangrene  of  the 
lungs.  The  patient  with  suppression  of  urine  at  the  time  of 
operation  has  already  been  mentioned.  The  amputation  at  the 
hip-joint  was  done  in  an  exceedingly  weak  and  feeble  old  woman, 
aged  sixty-eight  years.  The  cases  of  gastrostomy  were  half- 
starved  and  greatly  emaciated  subjects,  one  with  occlusive  car- 
cinomatous infiltration  of  the  oesophagus,  and  the  other  with 
carcinoma  of  the  cardiac  orifice.  The  patient  with  tuberculous 
peritonitis  was  far  advanced  in  the  disease  and  most  profoundly 
emaciated,  in  whom  the  operation  was  prolonged  from  the  neces- 
sity for  suturing  a  perforated  gastric  ulcer.  One  of  the  cases  of 
amputation  of  the  leg  was  a  feeble  woman,  aged  sixty-eight  years, 
in  advanced  septicaemia,  with  arterial  sclerosis  and  gangrene  of 
the  foot  and  ankle.  A  case  of  locomotor  ataxia  is  among  the 
number.  One  of  the  cases,  that  of  ectopic  gestation^  had  lost  a 
large  amount  of  blood.  The  nephrectomy  case  was  thoroughly 
septic.  The  inguinal  colostomy  was  in  the  case  of  an  extremely 
feeble  man  with  advanced  carcinoma  of  the  rectum,  and  with 
albumin  and  hyalin  and  granular  casts  in  the  urine.  In  fact,  it 
would  be  difficult  to  gather  together  in  one  surgeon's  experience, 
in  the  period  of  time  covered  by  these  experiences,  namely,  less 
than  five  months,  a  series  of  cases  more  unsuitable  for  the  admin- 
istration of  a  general  anaesthetic  than  these  I  have  mentioned,  and 
yet  these  showed  less  pronouncedly  the  symptoms  regarded  by 
some  as  alarming  than  an  equal  number  of  the  far  more  vigorous 
subjects  in  my  list. 

It  must  be  apparent  that  the  method  of  subarachnoid  lumbar 
cocainization  is  rapidly  passing  beyond  the  stage  of  experiment, 
and  that  it  bids  fair  to  take  its  proper  place  in  surgery.  This 
place  will  be  most  readily  accorded  it  by  those  who  have  had  the 
largest  experience  with  it,  and  most  strenuously  denied  it  by 
those  who  have  but  little  or  no  experience  whatever  with  it,  or 
urge  against  its  employment  on  purely  theoretical  or  aesthetic 
grounds.     It  is  true  that  it  will  be  likely  to  interfere  with  clinical 
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teaching,  but  then  all  surgical  operations  are  not  performed  in 
public  amphitheatres.  At  one  time  I  was  led  to  believe  that  its 
use  was  fraught  with  danger  to  the  meninges  of  the  cord  from 
sepsis,  yet  in  view  of  the  fact  that  lumbar  puncture  is  being  per- 
formed daily  by  medical  practitioners  the  world  over  for  diag- 
nostic purposes,  and  without  the  occurrence  of  septic  meningitis, 
it  is  becoming  more  and  more  evident  that  it  is  simply  a  question 
of  clean  hands,  a  clean  area  of  skin  in  the  lumbar  region,  a  boiled 
needle,  and  a  sterilized  solution  of  proper  strength.  In  other 
words,  the  susceptibility  of  the  subarachnoid  space  is  not  greater 
than  that  of  the  pleural  cavity  or  the  peritoneum  ;  these  are 
invaded  daily  by  the  aspirating  needle  and  trocar  in  the  hands  of 
the  general  practitioner  with  but  little  claim  to  being  an  adept  in 
aseptic  surgical  technique. 

When  the  large  number  of  deaths  that  can  be  legitimately 
attributed  to  general  ansesthetics  as  the  causative  agents,  but 
which  never  find  their  way  into  the  statistics  because  the  patients 
do  not  die  upon  the  table,  together  with  those  that  pass  out  from 
under  the  observation  of  the  surgeon  with  the  foundation  laid  for 
future  pulmonary  and  renal  lesions,  are  considered  at  their  fullest 
value  for  purposes  of  comparison,  it  is  my  belief  that  something 
more  than  mere  rumors  of  fatal  cases  occurring  in  far-away  coun- 
tries will  be  needed  to  deter  American  surgeons,  in  whose  country 
the  method  of  subarachnoid  lumbar  analgesia  originated,  from 
following  up  the  work  and  placing  an  estimate  upon  the  procedure 
based  upon  a  fair  trial  of  its  merits  and  close  study  of  its  effects. 

Conclusion.  Subarachnoid  lumbar  cocainization  is  applicable 
to  a  large  number  of  operations.  It  is  simple,  easy,  and  without 
danger.  It  involves  a  very  small  loss  of  time,  does  away  with  at 
least  one  skilled  assistant,  the  anaesthetizer,  and  will  permit  of  the 
performance  of  many  operations  with  the  help  of  nurses,  or  even 
of  strictly  non-professional  persons  alone,  as  in  emergencies,  war 
surgery,  etc. 

No  contraindications  to  its  use  in  the  areas  in  which  it  is  appli- 
cable have  as  yet  developed,  save  those  pertaining  to  the  mental 
state  of  the  patient  and  purely  aesthetic  considerations.  Of  these 
latter  the  operator  in  the  case  must  be  the  judge,  and  come  to  a 
conclusion  as  to  the  choice  between  the  employment  of  a  general 
anaesthetic  and  subarachnoid  lumbar  cocainization.  The  patient's 
own  wishes  in  the  matter  should  not  be  ignored,  since,   under 


SPINAL    COCAINIZATIOX    IN    SURGKRY.  415 

certain  circumstances,  his  morale  may  be  so  interfered  with  as  to 
lead  to  serious  psychic  disturbances. 

Bides  for  Making  the  Injection,  1.  The  instrument  emjiloyed 
may  be  a  simple  fine  aspirating  needle  and  an  ordinary  solid 
piston  hypodermic  syringe.  A  special  needle  enclosed  by  a 
canula  is  a  convenience  under  some  circumstances,  and  a  glass- 
barrel  and  asbestos-piston  syringe  adds  a  nicety  to  the  procedure. 
These  should  be  sterilized  by  boiling. 

2.  Give  the  patient  a  hypodermic  injection  of  one-tentli  of  a 
grain  of  sulphate  of  strychnine  a  quarter  of  an  hour  before  the 
injection,  and  have  a  glass  of  hot  water  or  a  cup  of  hot  coffee 
ready  to  administer  should  he  complain  of  nausea. 

3.  Place  one  or  more  tablets^  of  hydrochlorate  of  cocaine,  accord- 
ing to  the  character  and  site  of  the  proposed  operation,  in  a  ster- 
ilized teaspoon  or  other  convenient  article,  crush  them  down  with 
another  teaspoon  and  pour  on  a  few  drops  of  chloroform  to  form 
a  paste  (Bainbridge's  method  of  sterilization  of  cocaine).  When 
the  chloroform  has  evaporated  add  from  fifteen  to  thirty  minims 
of  boiled  water,  according  to  the  amount  of  cocaine  employed.  I 
rarely  use  less  than  half  a  grain  ;  a  grain  will  be  required  for  a 
long  operation  or  one  above  the  line  of  Poupart's  ligament. 

4.  A  soap-and-water  and  alcohol  cleansing  of  the  skin  of  the 
back,  with  proper  isolation  by  means  of  clean  towels  and  sur- 
gically clean  hands  answer  the  requirements  of  asepsis. 

5.  The  position  of  the  patient  may  be  either  one  of  three  pos- 
tures :  (a)  The  sitting  position  upon  the  edge  of  the  operating- 
table,  leaning  well  forward,  (b)  The  semi-prone  or  Marion  Sims 
position,  (c)  The  left  lateral  decubitus,  with  both  thighs  flexed 
upon  the  abdomen,  the  shoulders  and  head  thrown  forward,  and 
a  cushion  placed  between  the  left  loin  and  the  table  to  prevent 
lateral  deviation  of  the  spine  in  the  lumbar  region. 

6.  The  highest  point  of  the  crest  of  the  ilium  is  to  be  identified, 
and  upon  a  line  straight  across  the  back  from  this  point  will  be 
found  the  fourth  lumbar  vertebra.  The  depression  immediately 
above  this,  or  the  one  below,  if  this  is  more  easily  identified,  may 
be  utilized  for  the  injection. 

7.  Select  a  point  about  a  half-inch  to  the  right  of  the  middle  of 
the  space  chosen  and  here  introduce  the  needle.     A  preliminary 

1  I  have  obtained  the  best  results  from  the  use  of  the  Parke-Davis  Co.'s  tablets,  the  ex- 
cipient  in  which  seems  to  be  not  at  all  objectionable. 
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injection  of  a  few  drops  of  cocaine  solution,  first  in  the  skin  itself 
and  then  into  the  depths,  renders  the  patient  less  liable  to  start 
when  the  needle  is  introduced,  and  a  slight  dimple  made  with  the 
point  of  a  rather  blunt  scalpel  is  an  additional  precaution  against 
infection.  The  latter  is  open  to  the  objection,  however,  of  occa- 
sionally causing  bleeding  and  leading  to  blocking  of  the  needle 
by  a  clot. 

8.  Enter  the  needle  at  the  point  where  the  hypodermic  puncture 
has  been  made  and  direct  its  course  in  such  a  manner  that  its 
point  reaches  the  spinal  canal  in  the  median  line.  A  very  little 
practice  will  enable  the  operator  to  estimate  the  angle  necessary 
to  hold  the  needle  to  effect  this.  Pass  the  needle  slowly,  and  if 
the  angle  has  been  correctly  estimated  and  the  middle  of  the  space 
between  the  spinous  processes  properly  identified,  the  resistance 
to  its  passage  will  be  but  slight,  until  it  reaches  the  interspinous 
ligament,  when  a  decided  and  appreciable  increase  in  resistance 
will  be  felt.  Should  it  strike  bone,  withdraw  either  partially  or 
entirely  and  change  its  course.  It  will  be  more  likely  to  strike  the 
upper  than  the  lower  lamina.  Once  it  has  entered  the  spinal  canal, 
unless  its  lumen  has  become  blocked,  the  cerebro-spinal  fluid  appears 
flowing  from  the  needle  in  clear  or  slightly  blood-tinged  drops. 

9.  Screw  the  hypodermic  syringe,  previously  charged  with  the 
cocaine  solution,  upon  the  needle  and  inject  slowly.  Leave  the 
needle  in  situ  with  the  syringe  attached  for  half  a  minute,  so  as 
to  prevent  leakage  from  the  puncture,  and  then  withdraw.  Pencil 
a  little  collodion  over  the  point  of  puncture  and  cover  with  a 
small  piece  of  adhesive  plaster. 

10.  Test  for  the  analgesia  once  a  minute,  commencing  in  the 
soles  of  the  feet,  with  a  needle.  Simple  touch  sensation  is  not 
abolished  ;  the  patient  must  complain  of  actual  pain,  otherwise 
analgesia  is  established.  In  the  average  case  numbness  and  formi- 
cation in  the  feet  sets  in  from  one  to  three  minutes,  and  analgesia 
in  the  lower  extremities  in  from  four  to  six  minutes.  In  from 
seven  to  fifteen  minutes  the  analgesia  has  reached  to  varying 
points  between  the  umbilicus  and  the  level  of  the  fourth  rib  in 
the  line  of  the  nipple.  In  some  of  the  cases  in  which  the  point 
was  noted,  it  appeared  to  reach  a  higher  level  posteriorly  than 
anteriorly.  The  analgesia  lasts  from  thirty  minutes  to  an  hour 
and  a  half,  according  to  the  quantity  employed,  and  recedes  from 
above  downward. 
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Note. — Since  the  above  paper  was  read  I  have  made  trial  of 
tropacocaine  (Merck)  in  two  cases.  The  drug  was  obtained  from 
Merck's  New  York  agency.  Four-fifths  of  a  grain  were  employed 
in  the  first  case,  but  the  result  was  far  from  satisfactory.  The 
effect  was  neither  prompt,  complete,  nor  lasting  as  compared  with 
simple  hydrochlorate  of  cocaine,  while  the  disagreeable  symptoms 
attending  and  following  its  use  were  as  quiet  as  pronounced.  In 
the  second  case  a  grain  was  used,  with  no  better  results. 


XLIV.  The  Porro-C^sarean  Operation,  with  Report  of 
Two  Successful  Cases. 

By  JAMES  H.  GLASS,  M.D., 


James  Blundell,  of  London,  in  his  Principles  and  Practice 
of  Obstetrics,  1834,  conceived  and  recommended  the  employment, 
while  Storer,  of  Boston,  in  1868,  performed  the  operation  which 
eight  years  later,  in  1876,  was  first  successfully  accomplished  by 
Porro,  of  Pavia,  and  has  since  been  known  by  the  name  of  the 
latter  surgeon.  Compared  with  the  older  Csesarean  method,  with 
its  open  incision  and  faulty  technique,  the  Porro  operation,  with 
fixation  of  the  stump  in  the  lower  angle  of  the  wound,  proved  to 
be  a  great  step  in  advance,  becoming,  because  of  its  lesser  mor- 
tality and  simplicity  of  recovery,  the  recognized  treatment  of 
Caesarean  cases.  Following  closely  upon  this  improvement,  in 
1882  came  the  recommendation  of  Sanger,  of  Leipsic,  that  the 
uterine  wound  be  completely  closed. 

The  practical  application  of  this  proposition  (first  by  Leopold, 
of  Dresden)  resulted  in  a  still  further  reduction  of  mother  mor- 
tality and  the  very  general  adoption  of  this  more  conservative 
method,  which  with  the  Porro  operation  and  symphysiotomy  have 
revolutionized  the  attitude  of  obstetric  surgeons  to  the  operation 
of  craniotomy  on  the  living  child,  until  now  it  is,  or  should  be,  an 
operation  of  little  more  than  historical  interest. 

In  view  of  the  practically  common  mortality  in  well-done 
Sanger  and  Porro-Csesarean  operations  we  should,  I  believe,  reach 
a  definite  opinion  on  two  propositions  dealing  with  these  opera- 
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tions,  viz.  :  (1)  That  tubal  excision  without  hysterectomy  for  the 
purpose  of  sterilization  and  interference  with  future  pregnancy  is 
unwarrantable.  The  first  should  presume  the  second  step,  as  the 
organ  left  is  rendered  functionless  and  can  only  become  a  source 
of  possible  trouble  or  evil  ;  (2)  that  we  should  have  a  well-defined 
plan  of  ovarian  conservatism,  and  that  in  all  cases  possible  an 
ovary  or  its  fraction  should  be  left  in  situ,  since  recent  study  so 
conclusively  shows  the  value  of  its  secretion  in  general  nutrition, 
and  its  preventive  influence  in  the  nervous  disturbance  incident 
to  the  early  and  artificial  menopause. 

The  following  indications  for  the  Porro  operation  as  formulated 
by  Howard  A.  Kelly,  of  Baltimore,  are  explicit  and  difficult  of 
improvement :  (1)  Where  there  is  good  reason  to  anticipate 
sepsis,  where,  for  example,  the  patient  is  exhausted  from  pro- 
tracted labor,  and  where  manual  or  instrumental  efforts  at  delivery 
have  been  made  repeatedly  or  without  due  antiseptic  precautions  ; 
(2)  where  there  is  cancer  of  the  cervix  uteri  ;  (3)  where  the  uterus 
contains  myomatous  tumors  which  block  the  pelvis  or  which 
cannot  be  safely  removed  by  myomectomy  ;  (4)  where  there  is  an 
extensive  atresia  of  the  vagina  ;  (5)  where  there  are  bilateral 
ovarian  tumors  and  no  sound  part  of  an  ovary  can  be  found  and 
left  ;  (6)  when  hemorrhage  from  the  placental  site  is  uncontrol- 
lable. 

The  question  of  the  relative  rights  of  mother  and  child  and  the 
responsibility  of  the  surgeon  to  these  in  the  various  forms  of 
maternal  dystocia  is  an  intricate  one,  which,  owing  to  sentimental 
considerations,  must  at  times  be  difficult  of  decision  as  between 
the  so-called  Sanger  and  Porro-Csesarean  operations  or  the  former 
modified  by  excision  of  the  tubes  or  ovaries  for  the  purpose  of 
sterilizing  the  subject.  Some  authorities  maintain  that  it  should 
be  elective  with  the  mother;  others  oppose  this  view  diametrically, 
while  yet  others  have  various  shades  of  opinion  between  these 
extremes.  We  believe  that  circumstances  should  largely  govern 
in  this  question,  and  are  of  the  opinion  that  if  the  uterus  and 
adnexa  are  healthy,  although  dystocia  be  absolute,  we  should  urge 
the  conservative  operation,  while  doubting  our  inclination  to  deny 
the  appeal  of  the  patient  to  be  protected  from  future  hazardous 
pregnancies,  notwithstanding  the  arguments  that  she  is  mistress 
of  her  sexual  relations  and  conceptions  or  that  she  may  have  l^ad 
a  successful  Caesarean  operation  before. 
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In  an  estimate  of  the  comparative  mortalities  there  seems  to 
have  been  an  increasingly  favorable  showing  in  the  mother  mor- 
tality for  the  Porro  operation  during  the  last  decade,  the  statis- 
tics of  Demelin  for  the  past  five  years  giving  a  mortality  for  the 
Porro  operation  of  about  10  per  cent.,  which  is  about  one-third 
less  than  that  in  the  Siinger-Cresarean  operation.  The  foetal  mor- 
tality for  the  Porro  operation,  on  the  other  hand,  is  greatly  in 
excess  of  that  of  the  Sanger  operation,  a  fact  presumably  due  (as 
illustrated  by  Leopold's  cases)  to  the  death  of  the  child  before 
undertaking  operation,  the  condition  requiring  the  Porro  operation 
also  being  reasonable  proof  of  this  proposition.  The  statistics  of 
selected  operators,  as,  for  example,  Sanger,  Leopold,  Braun,  and 
Zweifel,  showing  a  mortality  of  about  8  per  cent.,  cannot,  of 
course,  be  accepted  as  criteria  for  general  operators.  Neither  of 
the  two  cases  whose  histories  are  appended  was  in  the  strict  sense 
of  the  word  a  Porro  operation,  but  modifications  of  it.  Cases  I. 
and  II.,  having  been  done  after  the  methods  advocated  by  Freund 
and  Baer  respectively. 

Case  I. — Mrs.  E.  K.,  American,  aged  forty-three  years,  married 
at  twenty-three  years,  has  borne  five  living  children,  the  elder  being 
sixteen,  the  younger  three  years  of  age.  Since  the  first  labor  the 
patient  has  had  more  or  less  vaginal  discharge  with  evidences  of 
uterine  malnutrition,  presumably  due  to  cervical  laceration ;  with  the 
last  birth  there  was  some  antepartum  bleeding  with  postpartum  flood- 
ing, the  attending  obstetrician  not  suspecting  the  presence  of  malig- 
nant disease.  Prior  to  and  during  the  present  pregnancy,  which  is 
supposed  to  have  taken  place  about  December  20,  1897,  the  patient 
had  an  increase  of  the  vaginal  discharge,  which  at  times  was  offensive. 
Since  the  fifth  month  of  pregnancy  there  had  been  hemorrhages  of 
increasing  frequency  and  severity  until  I  was  asked  to  see  her  Sep- 
tember 15th. 

The  patient  was  emaciated  and  exsanguinated  ;  digital  examination 
revealed  a  soft  mass,  filling  the  vagina,  bleeding  so  actively  with 
manipulation  that  further  examination  was  deferred  to  a  more  favor- 
able occasion.  The  following  day  the  patient  was  admitted  to  Faxton 
Hospital,  Utica,  N.  Y.,  where  further  exploration  (confirmed  by  sub- 
sequent microscopical  examination)  showed  the  growth  to  be  a  car- 
cinoma, probably  springing  from  the  cervical  canal  and  invading  the 
vaginal  wall  posteriorly.  The  mass  was  carefully  packed  about  with 
strips  of  gauze,  into  the  mesh  of  which  powdered  ferric  alum  had  been 
dusted.     This  procedure  was  continued  from  day  to  day,  as  it  was 
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believed  to  be  safer  than  immediate  excision  by  cautery  or  otherwise, 
in  the  hope  that  hemorrhage  might  be  controlled,  enabling  the  patient 
to  recover  some  of  her  wasted  vitality,  and  at  once  prolong  the  period 
of  gestation,  thus  improving  the  dubious  prospects  for  both  mother 
and  child  in  any  operative  procedure  which  might  be  deemed  advis- 
able later  on.  By  this  means  the  patient  was  carried  along  until 
about  eight  and  one-half  months  of  gestation,  she  meantime  having 
been  fed  to  the  point  of  toleration,  improving  markedly  in  nutrition ; 
at  this  time  she  had  some  hemorrhage,  and  it  was  thought  best  to 
remove  the  mass  with  the  galvanocautery,  which  was  done  without 
difficulty,  it  having  desiccated  and  hardened  materially  since  first 
coming  under  observation.  Hemorrhage  from  the  cervical  canal  con- 
tinued. 

It  being  apparent  that  delivery  per  vias  naturales  must  in  all  proba- 
bility result  fatally  to  the  mother  from  shock  and  hemorrhage,  from 
unavoidable  injury  to  the  degenerated  friable  cervix  and  lower  seg- 
ment of  the  uterus,  beside  offering  the  child  a  lessened  prospect  of 
life  as  compared  with  a  Csesarean  hysterectomy,  this  procedure  was 
decided  on  and  done.  An  incision  extending  from  the  umbilicus  to 
the  pubes  was  made,  the  edges  of  the  abdominal  wall  protected  with 
gauze,  and  the  exposed  uterus  packed  off  with  gauze  rolls ;  both  liga- 
ments (the  right  exclusive  of  the  ovary)  were  grasped  with  a  long 
Doyen  forceps,  at  the  same  time  pushing  the  point  of  the  forceps  into 
the  cervix  for  the  purpose  of  controlling  the  circulation  in  the  uterine 
arteries ;  a  longitudinal  incision  in  the  uterus,  avoiding  the  site  of 
placental  implantation,  was  made,  through  which  the  delivery  of  the 
child  (a  living  female  of  eight  pounds  weight)  was  effected  without 
much  hemorrhage.  The  ligated  cord  was  dropped  back  into  the  uterine 
cavity,  the  uterus,  eventrated,  was  severed  from  its  attachment  to  the 
cervix  and  ligaments,  which  were  tied  and  cut  short  after  the  method 
of  Clark  ;  the  cervix  was  carefully  dissected  out,  it  being  necessary  to 
excise  one-third  of  the  posterior  vaginal  wall  down  to  the  rectal  wall 
in  order  to  get  well  outside  of  all  infected  tissue.  There  was  appar- 
ently no  involvement  of  the  bladder  or  anterior  vaginal  wall  in  the 
diseased  process.  The  cut  edges  of  the  vagina  and  peritoneum  were 
approximated,  except  for  a  small  opening  through  which  a  bit  of 
gauze  was  brought  out  into  the  vagina  for  drainage,  as  the  field  had 
been  decidedly  septic.  The  abdominal  wound  was  closed  in  the  usual 
way.  The  patient's  reaction  not  being  satisfactory,  she  was  given  a 
pint  of  normal  salt  solution  in  the  cephalic  vein,  after  which  she  had 
an  uneventful  recovery,  the  operative  field,  except  that  in  the  track 
of  the  gauze,  healing  primarily.  One  year  after  operation  we  were 
unable  to  make  out  any  inguinal  or  other  infected  glands  or  tissues. 
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the  patient  appearing  and  declaring  herself  perfectly  well.  Six  months 
later,  however,  the  disease  reappeared  in  the  trigone  of  the  bladder, 
rapidly  proving  fatal  as  a  result  of  obstructive  nephritis. 

Case  II. — Mrs.  S.  W.,  aged  twenty-five  years,  Austrian,  married. 
Primipara,  admitted  to  Faxton  Hospital,  having  been  in  labor  several 
days,  uterine  inertia  supervening.  Up(m  examination  a  sloughing 
funis  presented,  implying,  of  course,  a  dead  child  and  presumably  septic 
uterus.  The  patient  was  found  to  have  a  flattened  rhachitic  pelvis 
with  a  conjugate  diameter  of  two  and  one-half  inches.  Preparations 
for  a  Porro-Csesarean  operation  were  made,  this,  of  course,  being 
decided  upon  in  view  of  the  septic  parturient  canal ;  the  consideration 
of  a  craniotomy  being  excluded  upon  the  same  grounds.  With  the 
patient  in  the  modified  Trendelenburg  position,  an  abdominal  incision 
seven  and  one-half  inches  in  length  was  made  down  to  the  uterus. 
As  in  the  previous  case,  the  edges  of  the  incision  were  protected  with 
gauze  and  the  uterus  packed  off  with  gauze  rolls.  Long  Doyen  for- 
ceps were  pushed  well  into  the  substance  of  the  cervix  on  either  side 
for  the  purpose  of  catching  the  uterine  arteries  and  clamped  firmly 
down  on  the  ligaments,  as  before,  excluding  the  ovary  on  the  right 
side,  with  the  intention  of  preserving  in  a  measure,  at  least,  the  sexual 
function  and  the  influence  of  the  ovarian  secretion  on  general  nutri- 
tion of  which  now  there  remains  little  contention  ;  avoiding  the  area 
of  placental  implantation,  the  uterus  was  incised  longitudinally  with- 
out much  hemorrhage,  and  the  dead  child  delivered,  not  without  some 
effort,  because  of  impaction  in  the  narrowed  pelvis.  The  uterus  was 
now  rapidly  cut  away,  leaving  the  lower  segment  of  the  cervix  ;  the 
vessels  were  closed  with  catgut,  the  oozing  of  the  cervical  stump  con- 
trolled after  the  method  of  Baer  by  approximating  its  edges  and  cover- 
ing the  stump  and  bare  ends  of  the  ligaments  by  approximating 
the  peritoneal  edges,  leaving  the  peritoneum  clean  and  continuous 
throughout ;  after  wiping  out  the  cavity  with  normal  salt  solution  the 
abdominal  wall  was  closed  in  the  usual  way,  the  patient  making  an 
uninterrupted  and  perfect  recovery. 

Important  questions  in  a  consideration  of  the  technique  of  the 
Porro  operation  are  (1)  control  of  hemorrhage;  (2)  the  disposition 
of  the  stump,  or  (3)  its  complete  extirpation.  The  method  of 
circulatory  control  as  practised  in  the  above  cases  was  certainly 
satisfactory,  and  we  believe  superior,  in  that  it  is  more  simple  and 
exact  than  manual  compressions  or  the  elastic  ligature,  either  of 
which  methods  might  interfere  with  smoothness  of  technique,  or, 
on  occasion,  become  positively  obstructive,  entailing  a  delay  and 
unnecessary  shock.     Employment  of  the  method   recommended 
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also  makes  more  practicable  the  excision  of  the  uterus  with  the 
placenta  intact,  a  consideration  of  manifest  importance  in  septic 
uteri,  as  detachment  and  delivery  of  the  placenta  adds  one  step 
more  to  a  serious  operation  and  necessarily  endangers  an  exten- 
sion of  infection.  As  to  the  disposition  of  the  cervical  stump,  its 
fixation  in  the  lower  angle  of  the  abdominal  wound,  as  originally 
done  by  Porro,  is  an  almost  obsolete  practice,  and  justly  so,  as 
nothing  is  added  to  the  saftey  of  the  operation  by  so  doing,  and 
convalescence  is  delayed.  Excision  of  the  cervix  after  the 
manner  of  Freund,  except  to  meet  some  special  indication,  would 
seem  undesirable,  as  the  integrity  of  the  vaginal  vault  is  impaired, 
while  the  additional  time  consumed  and  hemorrhage  risked  from 
the  vaginal  blood  supply  in  its  accomplishment  may  prove  a  most 
disadvantageous  factor.  Admitting  the  desirability  of  treating 
the  stump  retroperitoneally,  inversion,  invagination,  or  approxi- 
mation of  its  edges,  becomes  perhaps  a  question  of  minor  impor- 
tance. The  later  or  Baer  method  is,  however,  more  generally 
preferred,  as  this  disposition  of  it  is  done  quickly  and  exactly,  and 
leaves  a  natural  vaginal  vault. 


XLV.  Note  on  a  Modification  of  Tscherning's 
Ophthalmophakometer. 

By  LUCIEN  HOWE,  M.D., 

BUFFALO. 

A  DEMONSTRATION  was  first  made  of  the  ophthalmophakometer 
of  Tscherning  which  was  described  first  in  the  Zeitschrifl  fur 
Psychologic  unci  Physiologie  der  S'mnesorgane,  Band  iii..  Heft  6, 
and  also  figured  in  the  translation  of  Tscherning' s  Physiologic 
Optics,  by  Weiland,  of  Baltimore. 

This  instrument,  however,  has  one  decided  imperfection, 
which  is  that  it  gives  to  the  observer  an  inverted  picture  of  the 
entoptic  images.  The  calculations  which  are  necessary,  if  we 
wish  to  measure  the  depth  of  the  anterior  chamber  or  the  position 
of  the  surfaces  of  the  lens,  are  by  no  means  easy  at  best,  and  any 
means  for  simplifying  the  process  is  another  step  toward  making 
the  instrument  one  of  real  clinical  value.     For  this  purpose  an 
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erecting  eye-piece  was  designed  and  the  mechanical  part  carried 
out  so  satisfactorily  by  Mr.  R.  W.  Williams,  of  Buffalo,  that  it 
serves  the  purpose  admirably.  A  diagram  of  this  arrangement 
is  here  presented. 


XLVI.   On  Tenontitis  and  Tenontothecitis  Prolifera 

Calcarea. 

By  carl  beck,  M.D., 

NEW  YORK  CITY. 

The  patient  is  a  tailor,  aged  forty-two  years,  born  in  Russia,  who 
came  to  this  country  twenty  years  ago.  There  is  no  family  history. 
Thirteen  years  ago  he  noticed  a  small  swelling  of  his  great  toe,  which 
remained  painless  for  several  months.  The  toe  became  gradually  red- 
dened then,  and  on  its  plantar  side  an  ulceration  of  the  size  of  a  penny 
formed.  Soon  after  the  patient  got  chills,  pain  also  developing  within 
the  whole  foot.  Dr.  Max  Bracker,  who  was  called  in  then,  found  a 
septic  phlegmon  which  seemed  to  originate  from  the  metatarsophalan- 
geal joint  of  the  great  toe.  Severe  general  symptoms  soon  supervened, 
and  Dr.  Bracker  asked  me  to  amputate  on  the  same  day.  In  exarticu- 
lating  the  great  toe,  late  in  the  night,  I  found  a  joint  which  had  under- 
gone considerable  change.  The  bones  were  eroded  and  the  joint 
contained  a  few  calcareous  concrements. 

It  then  seemed  to  me  that  we  had  to  deal  with  arthritis  urica,  which 
had  produced  ulceration  of  the  skin  above  the  urates,  thus  inviting 
septic  infection.  Little  attention  was  given  to  the  concretions,  because 
the  general  infection,  above  all,  was  the  subject  of  our  consideration. 
These  circumstances,  together  with  the  poor  surroundings  and  the  late 
hour,  may  serve  as  an  excuse  for  my  not  having  given  more  attention 
to  the  exarticulated  toe. 

From  that  time  I  did  not  see  the  patient  again  for  nearly  thirteen 
years.  He  then  reported  that  after  the  exarticulation  he  did  very  well 
for  two  years.  About  eleven  years  ago  a  small  and  painless  swelling 
formed  on  the  doi*sal  surface  of  his  right  hand,  the  size  of  which 
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increased  gradually.  Sometimes  the  swelling  seemed  to  be  somewhat 
less.  At  last  it  became  considerable,  but  until  it  became  painful  no 
medical  advice  was  sought. 

On  September  22,  1900,  when  I  first  saw  the  patient  after  exarticu- 
lating  his  great  toe,  I  noticed  a  globular  tumor  on  the  dorsum  of  his 
right  hand,  the  size  of  which  corresponded  to  that  of  a  moderately 
large  apple  (Fig.  1).  Its  surface  was  dark-red,  its  consistence 
irregular,  some  parts  of  it  being  hard,  while  others  appeared  soft  to 
the  touch.  The  centre  of  the  tumor  was  occupied  by  a  large  ulcera- 
tion, which  was  surrounded  by  several  fistulous  tracts  from  which 
turbid  seropus  issued. 

My  first  impression  was  that  the  tumor  represented  an  osteosarcoma, 
and  I  was  afraid  that  I  should  be  compelled  to  insist  upon  speedy 
amputation.  But  I  decided  to  consult  the  Rontgen  rays,  which  proved 
to  be  a  valuable  means  of  information,  since  the  true  condition  was  at 
once  precisely  defined. 

As  will  be  seen  from  Fig.  2,  which  was  taken  under  the  influence 
of  intense  irradiation,  the  third  metacarpophalangeal  joint  was  the  seat 
of  a  focus  of  inflammation.  The  first  phalanx  was  grown  together 
with  the  metacarpus  in  a  laterally  dislocated  position.  The  cortex  of 
the  condylar  side  was  totally  destroyed,  appearing  as  if  scooped  out 
with  a  gouge.  By  faint  irradiation  the  outlines  of  the  tumor  appeared 
well  marked,  as  will  be  evident  from  Fig.  3.  Fig.  4  shows  the  bones 
but  faintly,  but  permits  of  distinct  recognition  of  the  various  shades 
of  the  tumorous  portions ;  it  was  taken  under  powerful  irradiation 
and  a  short  exposure.  The  light  areas  of  Fig.  4  show  the  suppurating 
portions,  while  the  dark  shades  correspond  to  the  calcareous  areas. 
These,  as  shown  also  by  the  subsequent  operation,  were  the  pre- 
dominating elements  of  the  tumor.  It  now  became  evident  that  there 
was  a  chronic  inflammatory  process,  probably  of  a  tuberculous  nature. 

The  extirpation,  which  I  performed  on  September  25,  1900,  at  St. 
Mark's  Hospital,  showed  the  defect  of  the  bone  (compare  Fig.  2) 
filled  with  yellow  cheesy  masses,  the  synovia  being  partially  destroyed 
at  the  same  time.  But  the  most  surprising  feature  of  the  condition 
was  that  the  extensor  tendons  of  the  digits,  excepting  the  thumb, 
appeared  as  if  cemented  into  one  mass  of  mortar.  In  dividing  this 
mass  the  knife  gave  a  loud,  grating  sound. 

Of  the  tendon  of  the  third  finger  only  a  few  rudimentary  fascicles 
had  remained,  so  that  it  had  to  be  sacrificed  entirely.  The  fascicles 
of  the  second  and  fourth  extensor  tendons  were  kept  apart  by  the 
concretions.  They  were,  in  fact,  so  much  incrusted  that  only  a  small 
portion  could  be  left.  The  weight  of  the  whole  amount  of  the  cal- 
careous mass  removed  proved  to  be  eighty  grammes.     Fig.  5  shows  a 
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calcareous  residuum  four  weeks  after  the  removal  of  the  tumor ;  Fig 
6,  a  solitary  concretion  which  made  its  appearance  three  months  after 
the  operation,  when  cicatrization  had  seemed  to  be  almost  perfect- 
Two  weeks  later,  shortly  before  the  wound  had  closed  entirely,  a  small 
concretion  appeared  again  (Fig.  7). 

The  microscopical  examination,  for  which  I  am  indebted  to  Dr. 
Henry  T.  Brooks,  showed  round-cell  granulations  and  the  presence  of 
staphylococci,  but  no  evidence  of  tuberculous  bacilli.  There  were  also 
deposits  of  phosphates  and  carbonates  of  calcium.  The  fragments  of 
the  tendons  showed  granulation  of  the  circumfascicular  and  inter- 
fascicular connective  tissue.  Hsematoxylin  colorized  the  degenerated 
tissue  dark-brown  violet,  and  picrocarmin  changed  it  into  red.  Recov- 
ery was  slow,  and  did  not  become  perfect  until  nearly  four  months 
after  the  operation.  There  is  still  now,  seventeen  weeks  after  the 
operation,  a  slight  stiffness  of  the  fingers.  The  general  condition  is 
very  good. 

I  am  under  the  impression  that  the  toe  which  I  had  articulated 
thirteen  years  before  was  the  seat  of  the  same  affection.  The  case 
will  remain  under  observation,  and  a  report  will  be  published. 

Now,  what  was  the  integral  character  of  this  disease  ?  There 
was  a  much  degenerated  (cheesy)  tissue  in  the  state  of  necrobiosis, 
which  seemed  to  have  a  sort  of  magnetic  effect,  so  to  speak,  on 
the  dissolved  calcareous  salts,  inducing  them  to  amalgamate. 
Such  petrifications  are  found  in  tuberculous  (cheesy)  foci  of  the 
lungs,  and  not  infrequently  in  endocarditis  and  pericarditis,  in  old 
pleuritic  bands,  in  uterine  myomata,  and  in  renal  epithelium.  In 
the  walls  of  bloodvessels,  as  well  as  in  degenerated  thyroid  glands, 
1  have  had  an  opportunity,  by  means  of  the  Rontgen  rays,  to 
define  the  mode  of  petrification.  (See  "  The  Value  of  the  Rontgen 
E-ays  in  Arterio-sclerosis,''  Neio  York  Medical  Journal,  January 
22,  1898  ;  ^^  Allgemeines  liber  den  Kropf  und  seine  Behandlung,^' 
New  Yorker  medicinische  Monatschriftj  October,  1900,  and  Fort- 
schritte  auf  dem  Gebiet  der  JRontgenstrahlen,  iv.,  3.) 

The  tendons  and  their  sheaths  seem  to  be  but  seldom  the  seat 
of  predilection  for  calcareous  deposits.  Still,  with  the  increasing 
popularity  of  the  Rontgen  rays  more  light  may  also  be  thrown 
upon  the  pathology  and  significance  of  this  hitherto  unknown  dis- 
ease, for  which  I  have  suggested  the  name  tenontitis  and  tenonto- 
thecitis  (instead  of  tendinitis  and  tendovaginitis)  prolifera  calcarea. 
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I.     Memorial  of  Moses  M.  Bagg,  M.D., 


By  GEORGE  SEYMOUR,  M.D., 

UTICA. 

Dr.  Moses  Mears  Bagg  was  born  in  Utica,  July  13,  1816, 
and  died  in  Utica,  May  2,  1900.  His  father,  Moses  Bagg,  and 
his  grandfather,  Moses  Bagg,  also  lived  and  died  in  Utica. 

Dr.  Bagg  received  his  primary  education  at  schools  in  his  native 
city,  and  his  college  education  at  Hamilton  College,  in  Clinton, 
N.  Y.,  and  at  Yale  College,  in  New  Haven,  Conn.,  graduating 
from  the  latter  in  1837.  In  1842  he  graduated  from  Geneva 
Medical  College. 

After  two  years'  private  practice  in  Utica,  in  the  spring  of  1844 
he  went  to  Europe,  where  he  travelled  somewhat,  but  spent  most 
of  the  time,  for  eighteen  months,  in  medical  study  in  Paris.  Re- 
turning to  Utica,  he  resumed  the  practice  of  his  profession,  which 
he  pursued  until  a  few  years  since,  when  declining  physical  strength 
admonished  him  that  his  uncommonly  active  and  bright  mind,  with 
its  large  fund  of  useful  knowledge,  must  be  exercised  in  directions 
demanding  less  physical  vigor  than  the  practice  of  medicine. 

He  was  one  of  the  oldest  members  of  the  Oneida  County  Medical 
Society  and  the  Utica  Medical  Library  Association,  and  was  elected 
a  permanent  memberof  the  New  York  State  Medical  Societyin  1857. 

Through  all  the  long  years  of  his  active  life  he  was  identified  in 
most  helpful  ways  with  most  of  the  various  educational,  social,  and 
charitable  institutions  and  organizations  of  his  home  city.  In  his 
younger  years  he  was  a  member  of  the  First  Presbyterian  Church. 
In  1845  he  became  a  member  of  the  Dutch  Reformed  Church,  and 
served  it  first  as  deacon  and  then  as  elder — a  position  which  he 
held  at  the  time  of  his  death. 

As  a  historian  Dr.  Bagg  was  a  most  superior  student  and  an 
efficient  writer.  In  1877  he  published  The  Pioneers  of  Utica. 
The  same  year  he  was  chiefly  instrumental  in  the  organization  of 
the  Oneida  Historical  Society,  serving  as  secretary  for  many  years, 
and  later  as  treasurer  up  to  the  time  of  his  death. 

In  1892  he  edited  and  wrote  most  of  the  Memorial  History  of 
TJtica,  which,  with  his  former  publication,  is  the  standard  work  of 
a  local  historical  character. 
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If  space  permitted,  it  would  be  well  and  interesting  to  quote 
largely  from  numerous  resolutions  of  various  societies,  many  edito- 
rials of  local  papers,  and  numbers  of  other  sources  what  was  written 
and  said  of  him  after  his  demise.     A  few  sentences  must  suffice. 

From  the  Utica  Observer:  ^^  Dr.  Bagg  was  the  Sir  Philip  Sid- 
ney of  our  times,  for  if  there  ever  was  a  gentleman  in  Utica  it  was 
he.  In  medicine  he  made  his  reputation,  but  in  the  line  of  local 
history  he  acquired  an  enduring  fame.  It  will  never  be  the  fortune 
of  Utica  to  know  another  man  like  Dr.  Bagg.^' 

From  the  Her  aid- Dispatch :  ^^  Personally,  Dr.  Bagg  was  a  man 
of  high  ideals,  strong  but  tolerant  convictions,  and  conscientious 
motives,  gentle  of  heart  and  courteous  of  manner.  In  his  devotion 
to  the  city  of  his  birth,  his  varied  and  influential  achievements  in 
its  behalf,  and  in  the  respect  he  won  as  a  citizen  and  a  man,  he 
occupied  a  position  in  the  communitv  which  no  one  is  so  peculiarly 
fitted  to  fill  after  him.'' 


II.    Memorial  of  William  H.  H.  Parkhurst,  M.D., 

FRANKFORT. 

By  GEORGE  M.  McCOMBS,  M.D., 

FRANKFORT. 

Dr.  Willliam  H.  H.  Parkhurst  died  at  his  home  in  Frank- 
fort, N.  Y.,  January  22,  1901.  He  was  born  November  5,  1813, 
in  the  town  of  Win  field,  Herkimer  County,  N.  Y.,  his  father  being 
a  farmer.  His  ancestors  came  from  England  to  this  country  in 
1640  and  settled  in  Watertown,  Mass.,  and  from  this  town,  moving 
westward,  the  descendants  settled  in  New  York,  doing  yeoman 
service  in  clearing  the  wilderness  and  in  assisting  in  that  great 
struggle  that  gave  birth  to  a  nation  only  yet  in  its  infancy  in  all 
that  makes  great. 

Dr.  Parkhurst  was  educated  in  the  grammar  school  at  Clinton, 
N.  Y.,  studied  medicine  in  the  office  of  Dr.  Brazilla  Budlong,  of 
Columbia,  N.  Y.,  and  graduated  at  Fairfield  Medical  College  with 
honor  in  1839.  His  graduation  thesis  was  upon  ^^  Fevers, ''  and 
while  that  was  many  years  ago,  when  the  pathology  of  fevers  was 
a  fog  of  ignorance,  this  paper  is  to-day,  in  the  light  of  what  we 
now  know,  an  able  and  instructive  monograph.  Let  it  be  remem- 
bered that  Fairfield  Medical  College  had  a  remarkable  corps  of 
instructors — such  men  as  Hamilton  and  Beck,  familiar  to  us  all; 
and  although  Dr.  Parkhurst  settled  in  a  small  town  and  gave  his 
energies  to  a  country  practice,  nevertheless  he  was  a  man  of  marked 
ability,  and  was  counted  as  such  by  such  colleagues  as  Austin 
Flint,  Frank  Hamilton,  and  Alden  March. 

He  possessed  not  only  a  cultivated  mind,  but  he  had  withal  the 
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instincts  of  the  true  physician,  and  in  that  long  career  of  arduous 
toil  he  accumulated  a  fund  of  knowledge  that  the  world  ought  to 
be  able  to  retain,  but,  alas  !  cannot.  The  times  of  which  Dr.  Park- 
hurst^s  life  was  a  part  will  never  return,  of  course;  neither  will 
men  be  found  so  capable  of  meeting,  alone,  the  emergencies  of  a 
large  and  varied  general  practice.  Changed  conditions  make  it 
easy  to  call  to  one^s  aid  the  skilled  teacher  or  surgeon.  Dr. 
Parkhurst  knew  no  such  course ;  he  expected  to  meet  emergencies 
himself  as  they  came.  Self-reliant,  practical,  and  skilful,  he  be- 
came one  of  the  well-known  men  of  his  county.  A  leading  attorney 
said  of  him,  ''  The  doctor  was  one  of  the  best  medical  witnesses  I 
ever  knew ;  ^'  and  what  better  or  more  wholesome  praise  than  this, 
in  view  of  what  the  average  man  is  able  to  give  to  a  jury?  It 
may  be  said  with  truth  that  the  days  of  large  practice  are  past, 
but  Dr.  Parkhurst  would  have  succeeded  almost  anywhere  under 
almost  any  conditions. 

He  became  a  member  of  the  Herkimer  County  Medical  Society 
in  June,  1840,  and  of  the  New  York  State  Society  in  1863,  and 
was  put  on  the  retired  list  in  1883.  Nevertheless,  until  failing 
health  prevented,  he  always  retained  his  interest  in  the  current 
medical  events.  He  was  strong  in  his  prejudices  as  he  was  in  his 
physical  and  mental  traits,  and  had  no  sympathy  for  ^^  quacks'' 
of  his  own  or  any  other  school ;  and  we  can  imagine  what  this 
'*  battle  royal "  must  have  been  between  the  forces  he  represented 
and  that  army  of  pretenders  of  every  faith  and  ism  which  pre- 
ceded the  days  of  legally  restricted  medical  practice. 

Five  and  forty  years  of  active  country  practice  !  Who  can 
appreciate  what  that  means?  The  physical  discomfort,  the  sleep- 
less nights,  the  anxious  hours,  the  mental  worry  !  Small  wonder 
that  nature  asserts  herself  and  brings  the  needed  rest !  What  he 
was  in  medicine  tells  the  story  of  his  life.  Of  course,  he  was 
respected  beyond  the  lot  of  ordinary  man,  for  his  hands  had  to  do 
with  the  life  of  a  community,  both  at  the  portal  and  exit;  and 
although  we  daily  see  how  little  there  is  lasting  in  fame,  we  can 
feel  that  his  life's  example  is  worthy  of  our  emulation,  and  though 
fame  is  rarely  of  a  lasting  character,  many  still  live  who  rise  up 
and  call  him  '^  blessed." 

The  companion  of  his  life  died  the  following  day,  and  the  double 
funeral  service  was  attended  by  many  appreciative  friends.  The 
physicians  of  the  town  acted  as  pall-bearers  and  assisted  in  show- 
ing that  respect  due  to  the  exalted  character  of  this  noble  physician, 
esteemed  neighbor,  and  worthy  citizen. 
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James  F.  McKernan,  " 
Robert  C.  Myles,  " 
Lewis  K.  Neff, 

Henry  S.  Norris,  " 

Edward  S.  Peck,  " 

James  Pedersen,  " 

Henry  S.  iStearns,  " 

Ervin  A.  Tucker,  " 

George  M.  Tuttle, 
John  Vander  Poel,         " 
Frederick  Whiting,         " 

Niagara  County : 

T.  B.  Cosford,  Lockport. 

F.  A.  Kittinger,     " 

Walter  A.  Scott,  Niagara  Falls. 

Oneida  County  : 

B.  P.  Allen,  Oriskany. 
Smith  Baker,  Utica. 
Thomas  J.  Bergen,  Utica. 
F.  D.  Grim, 

Gonway  Frost,  Rome. 
V.  B.  Hamlin,  Glinton. 

C.  R.  Hart,  New  Hartford. 

E.  M.  Hyland,  Utica. 
L.  H.  Jones,         " 

T.  Z.  Jones,  Waterville. 
L.  F.  Pattengill,  Utica. 
Gharles  P.  Russell,  " 

D.  H.  Roberts,  " 
W.  J.  Schuyler,  " 
Thomas  P.  Scully,  Rome. 

Onondaga  County: 

H.  G.  Baum,  Syracuse. 
J.  H.  Burch,  Baldwinsville. 
B.  F.  Ghase,  East  Syracuse. 
William  A.  Curtin,  Syracuse. 

F.  E.  Easton, 
A.  W.  Hedden, 

A.  S.  Hotaling, 
W.  G.  Kellogg, 
T.  H.  Levy, 

B.  W.  Loomis,  " 

G.  E.  McCrary, 
G.  M.  Price, 
A.  B.  Randal], 

F.  W.  Smith, 

I.  M.  Slingerland,  Fayetteville. 
W.  J.  Werfleman,  Syracuse. 
R.  A.  Whitney,  Liverpool. 
Ontario  County: 

Orange  County  : 

G.  H.  Brown,  Highland  Falls. 
A.  P.  Farries,  Florida. 


D.  B.  Hardenbergh,  Middletown. 

Henry  Hardenbergh,Port  Jervis. 

William  Hollinger,  Newburgh. 

J.  B.  Peters,  Walden. 

Willis  I.  Purdy,  Middletown. 

H.  B.  Swartwout,  Port  Jervis. 

G.  E.  Townsend,  Newburgh. 

Theodore  Writer,  Otisville. 
Orleans  County  : 

R.  W.  Bamber,  Kendall. 
Oswego  County  : 

W.  G.  Babcock,  Gleveland. 

H.  G.  Bartlett,  Williamstown. 

Pascal  M.  Dowd,  Oswego. 

Emory  J.  Drury,  Phoenix. 

Leroy  F.  Hollis,  Sandy  Creek. 

Gharles  E.  Low,  Pulaski. 

H.  P.  Marsh,  Fulton. 

George  W.  Nelson,  Orwell. 

S.  A.  Russell,  Fulton. 

G.  A.  Sheridan,  Oswego. 
Otsego  County  : 

A.  W.  Gutler,  Oneouta. 

W.  R.  Lough,  Edmeston  Centre. 

Gharles  E.  Parish,  Maryland. 

Henry  D.  Sill,  Gooperstown. 

J.     W.     Swanson,     Springfield 
Centre. 
Putnam  County: 

Queens-Nassau  Society : 

John  H.  Barry,  Long  Island  City. 

J.  H.  Bogart,  Roslyn. 

George  H.  Donahue,  Northport. 

George  W.  Faller,  Oyster  Bay. 

W.  G.  Frey,  Long  Island  City. 

Samuel  Hendrickson,  Jamaica. 

J.  R.  Hinkson,  Long  Island  City. 

J.     E.     Hutcheson,     Rockville 
Centre. 

Charles  H.  Ludlum,  Hempstead. 

Walter  Lindsay,  Huntington. 

George  K.  Meynen,  Jamaica. 

R.  F.  Macfarlane,  Long  Island 
City. 

James  D.  Trask,  Astoria. 

J.  F.  Valentine,  Richmond  Hill. 
Rensselaer  County : 

H.  E.  De  Freest,  Troy. 

A.  D.  Davidow, 

R.  A.  Kirkpatrick, " 

James  Love,  " 

Richmond  County : 

E.  D.  Wisely,  Port  Richmond. 
Rockland  County  : 

St.  Lawrence  County  : 

S.  E.  Brown,  Ogdensburg. 

F.  F.  Drury,  " 
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W.  B.  Hanbridge,  Ogdenaburg. 

William  Mabon,  " 

Grant  C.  Madill, 
Saratoga  County  : 

Schenectady  Coimiy  : 

Alexander  Ennis,  Schenectady. 
Schoharie  County : 

LeRoy  Becker,  Cobleskill. 

C.  S.  Best,  Middleburgh. 

S.  LeFevre,  Central  Bridge. 

H.  L.  Odell,  Sharon  Springs. 

O.  A.  Snyder,  Schoharie. 
Schuyler  County  : 

Seneca  County  : 

James  E.  Medden,  Seneca  Falls. 
Steuben  County: 

E.  J.  Carpenter,  Corning. 

W.  S.  Cobb. 

J.  G.  Kelly,  Hornellsville. 

J.  L.  Miller,  Corning. 

H.  B.  Nichols,  Pultney. 

Thomas  H.  Pawling,  Bath. 

W.  W.  Smith,  Avoca. 

C.  B.  Stevens,  Wallace. 

Stephen  M.  Switzer,  Bradford. 

James  E.  Walker,  Hornellsville. 
Suffolk  County: 

P.V.B.  Fowler,  Centre  Moriches. 

B.  F.  Many,  Port  Jefferson. 

A.  M.  Payne, 

W.  H.  Ross,  Brentwood. 

William  B.  Savage,  East  Islip. 
Sullivan  County : 

Tioga  County  : 

George  M.  Cady,  Nichols. 
Tompkins  County: 

Luzerne  Coville,  Ithaca. 
Ulster  County: 

Daniel  Connelly,  Kingston. 

W.  D.  Hasbrouck.  Rondout. 

E.  E.  Norwood,  Kingston. 

A.  S.  Vrooman,  High  Falls. 

J.  J.  Wolf,  Rondout. 
Warren  County : 

Washington  County : 

Lewis  R.  Oatman,  Greenwich. 

Samuel  Pashley,  Hartford. 

George  M.  Stillman,  Argyle. 

W.  A.  Tenney,  Granville. 
Wayne  County : 

J.  F.  Myers,  Sodus. 
Westchester  County : 

C.  W.  Buckmaster,  Yonkers. 

C.  F.  Chapman,  Mt.  Kisco. 


E.  F.  Duffy,  Yonkers. 

S.  E.  Getty, 

W.  F.  Green,  Mt.  Vernon. 

Robert  T.  Howe,  Mt.  Vernon. 

J.  F.  Hunter,  Mamaroneck. 

Lewis  P.  Knapp,  White  Plains. 

E.  Strang  L'Esperance,  N.  Y. 

C.  S.  Mead,  Portchester. 

W.  N.   Miller,  Croton-on-Hud- 
son. 

D.  M.  Orleman,  Peekskill. 
W.  H.  Sherman,  Yonkers. 
A.  O.  Snowden,  Peekskill. 
P.  C.  Snowden,  " 

Wyoming  County : 

Yates  County  : 

New  York  Academy  of  Medicine  : 
J.  H.  Huddleston,     New  York. 
Egbert  Lefevre,  " 

Louis  Faugeres  Bishop,  " 
J.  Arthur  Booth,  " 

James  Ewing,  " 

The  University  and  Bellevue  Hospital 
Medical  College : 
Wm.  M.  Polk,  New  York. 

College  of  Physicians  and  Surgeons, 
New  York : 

N.  Y.  Post-  Graduate  Medical  School : 
Ramon  Guiteras,  New  York. 

New  York  Polyclinic : 

R.  H.  M.  Dawbarn,  New  York. 

Long  Island  College  Hospital : 

Medical  Department  Union  University  : 

John  V.  Henuessy,  Albany. 
Medical     Department     University    of 
Buffalo  : 

John  Parmenter,  Buffalo. 
College  of  Medicine,  Syracuse  Univer- 
sity : 

George  B.  Broad,  Syracuse. 
Rochester  Pathological  Society  : 

F.  W.  Andrew,  Rochester. 
Medical  Assoc,  of  Northern  New  York  : 

Utica  Medical  Club  : 

W.  R.  Marsden,  Utica. 
Utica  Medical  Library  Association  : 

F.  H.  Brewer,  Utica. 
Elmira  Academy  of  Medicine  : 

C.  G.  R.  Jennings,  Elmira. 
Society  of  Physicians  of  Canandaigua  : 

John  H.  Jewett,  Canandaigua. 
Practitioners'  Society  of  Rochester  : 

Evylin  Baldwin,  Rochester. 
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Syracuse  Academy  of  Medicine  : 
Sargent  F.  Snow,  Syracuse. 

Amsterdam  Medical  Society  : 

J.  R.  Fairbanks,  Amsterdam. 

Long  Island  Medical  Society  : 
L.  L.  Nichols,  Brooklyn. 


Medical  Association  City  of  Mt.  Vernon 
and  Environs  : 
Edward  S.  Newell,  Mt.  Vernon. 
West  E?id  Medical  Society  of  New  York 
City  : 
Charles  G.  Kerley,  New  York. 


II.  Permanent  Members. 

For  regulations  with  regard  to  permanent  members,  their  election,  initia- 
tion fees,  annual  dues,  etc.,  see  page  1  of  Transactions.  Permanent  mem- 
bers who  neglect  to  pay  their  dues  for  three  years  are  dropped  from  the 
following  list  till  arrearages  are  paid.     (By-laws,  Chapter  VII.) 

Permanent  members,  of  the  age  of  sixty  or  upward,  who  have  been  per- 
manent members  for  ten  years,  on  making  application  to  the  Secretary,  the 
application  being  accompanied  with  the  Treasurer's  certificate  that  all  dues 
have  been  paid  up  to  date,  are  placed  on  the  list  of  Retired  Permanent 
Members,  and  are  relieved  from  further  payment  of  annual  dues.  Names 
on  this  list  in  italics  are  retired  members. 


Year  of  Election. 

1880 

1901 

1887 

1885 

1900 

1892 

1888 

1888 

1858 

1891 

1897 

1891 

1897 

1893 

1895 

1889 

1896 

1898 

1896 

1900 

1899 

1899 

1884 

1896 

1876 

1895 

1895 

1866 

1887 

1879 

1885 

1897 

1898 

1896 


Herman  R.  Ainsworth, 
Henry  A.  Alderton, 
Charles  S.  Allen, 
Eli  Allison, 
Henry  E.  Allison, 
Edward  B.  Angell, 
Moses  T.  Babcock, 
Gorham  Bacon, 
Charles  G.  Bacon  (1884), 
Frederick  D.  Bailey, 
Eugene  Baker, 
Lewis  Balch, 
Frank  Baldwin, 
O.  D.  Ball, 

Eveline  P.  Ballentine, 
L.  Bolton  Bangs, 
Silas  J.  Banker, 
Herbert  A.  Barney, 
David  A.  Barnum, 
James  F.  Barker, 
Elias  H.  Bartley, 
Joshua  L.  Barton, 
Milford  L.  Bates, 
Guy  Carleton  Bayley, 
Eugene  Beach, 
Albert  L.  Beahan, 
Frank  Beebe, 
A.  N.  Bell  (1881), 
Herman  Bendell, 
M.  L.  Bennett, 
John  M.  Bigelow, 
Chauncey  P.  Biggs, 
Gilbert  Birdsall, 
Joseph  B.  Bissell, 


County. 

Addison, 

Steuben 

Brooklyn, 

Kings 

Rensselaer, 

Rensselaer 

Wayne, 

Steuben 

Fishkill  Landing, 

Dutchess 

Rochester, 

Monroe 

Hammondsport, 

Steuben 

New  York, 

New  York 

Fulton, 

Oswego 

Brooklyn, 

Kings 

Ithaca, 

Tompkins 

Albany, 

Albany 

Brooklyn, 

Kings 

Albany, 

Albany 

Rochester, 

Monroe 

New  York, 

New  York 

Fort  Edward, 

Washington 

Belmont, 

Allegany 

Cassville, 

Oneida 

Albany, 

Albany 

Brooklyn, 

Kings 

New  York, 

New  York 

Canaan  4  Corners, 

Columbia 

Poughkeepsie, 

Dutchess 

Gloversville, 

Fulton 

Canandaigua, 

Ontario 

Johnstown, 

Fulton 

Brooklyn, 

Kings 

Albany, 

Albany 

Watkins, 

Schuyler 

Albany, 

Albany 

Ithaca, 

Tompkins 

North  Brookfield, 

Madison 

New  York. 

New  York 
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1896  Herman  J.  Boldt, 

1896  Reed  B.  Bontecou, 
1888  a  W.  Bourne  (1898), 
1888  James  P.  Boyd, 

1900  George  A.  Bradbury, 

1901  W.  C.  Braislin, 

1897  Charles  M.  Brasted, 

1898  Arthur  B.  Breese, 
1874  Elisha  H.  Bridges, 
1901  Edmond  F.  Bronk, 

1894  Charles  W.  M.  Brown, 

1883  A.  J.  Browne  (1900), 

1899  Dillon  Brown, 

1895  William  Browning, 

1898  A.  T.  Bristow, 
1890  Charles  E.  Bruce, 

1899  Arthur  C.  Brush, 

1888  Edward  F.  Brush, 
1898  George  W.  Brush, 
1897  Joseph  D.  Bryant, 
1868  Israel  I.  Buckbee  (1882), 

1887  L.  Duncan  Bulkley, 
1876  J.  H.  Hobart  Burge  (1894), 

1897  William  A.  Burgess, 
1894  Ten  Eyck  O.  Burleson, 
1894  Daniel  S.  Burr, 

1889  Stephen  Smith  Burt, 

1898  William  E.  Butler, 

1894  Glenworth  R.  Butler, 
1892  Peter  A.  Callan, 

1885  A.  M.  Campbell  (1894), 
1901  William  Francis  Campbell, 
1897  Elon  N.  Carpenter, 

1884  H.  W.  Carpenter  {l^^b), 
1901  Thomas  B.  Carpenter, 
1884  S.S.  Cartwright{l%M), 

1890  Charles  Carey, 

1866  J.  E.  Casey  (1890), 

1896  Walter  Franklin  Chappell, 
1879  Walter  B.Chase, 

1895  William  S.  Cheeseman, 

1886  Charles  H.  Chubb  (1899). 

1889  John  H.  Cipperly, 
1895  Frederick  L.  Classen, 

1895  William  T.  Clute, 

1894  Henry  C.  Coe, 

1896  Lewis  A.  Coffin, 

1895  Carter  S.  Cole, 

1891  Philander  Collard, 

1899  Herman  L.  Collyer, 

1867  Darwin  Co/vm  (1884), 

1890  William  J.  Conkliu, 

1900  Michael  P.  Conway, 

1888  Daniel  H.  Cook, 

1896  James  S.  Cooley, 
1888  J.  Leonard  Corning, 

1891  Charles  N.  Cox, 

1897  Joseph  D.  Craig, 
Med  NY 


County. 

New  York, 

New  York 

Troy, 

Rensselaer 

Hamburgh, 

Erie 

Albany, 

Albany 

Lansingburgh, 

Rensselaer 

Brooklyn, 

Kings 

Hornellsville, 

Steuben 

Syracuse, 

Onondaga 

Ogdensburgh, 

St.  Lawrence 

Amsterdam, 

Montgomery 

Elmira, 

Chemung 

Utica, 

Oneida 

New  York, 

New  York 

Brooklyn, 

Kings 

Brooklyn, 

Kings 

New  York, 

New  York 

Brooklyn, 

Kings 

Mt.  Vernon, 

Westchester 

Brooklyn, 

Kings 

New  York, 

New  York 

Fonda, 

Montgomery 

New  York, 

New  York 

Brooklyn, 

Kings 

Utica, 

Oneida 

Bath, 

Steuben 

Binghamton, 

Broome 

New  York, 

New  York 

Brooklyn, 

Kings 

Brooklyn, 

Kings 

New  York, 

New  York 

Mt.  Vernon, 

Westchester 

Brooklyn, 

Kings 

New  York, 

New  York 

Oneida, 

Madison 

Buffalo, 

Erie, 

Roxbury, 

Delaware 

Buffalo, 

Erie 

Mohawk, 

Herkimer 

New  York, 

New  York 

Brooklyn, 

Kings 

Auburn, 

Cayuga 

Palenville, 

Greene 

Troy, 

Rensselaer 

Albany, 

Albany 

Schenectady, 

Schenectady 

New  York, 

New  York 

New  York, 

New  York 

New  York, 

New  York 

Sing  Sing, 

Westchester 

New  York, 

New  York 

Clyde, 

Wayne 

Fishkill, 

Dutchess 

Auburn, 

Cayuga 

Albany, 

Albany 

Glen  Cove, 

Queens 

New  York, 

New  York 

Brooklyn, 

Kings 

Albany, 

Albany 

2S 
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1890 

1882 

1891 

1898 

1899 

1895 

1890 

1899 

1882 

1896 

1885 

1896 

1891 

1896 

1900 

1899 

1896 

1891 

1899 

1889 

1893 

1894 

1888 

1901 

1901 

1898 

1892 

1890 

1899 

1878 

1897 

1900 

1896 

1896 

1898 

1896 

1900 

1886 

1900 

1895 

1893 

1870 

1896 

1892 

1875 

1892 

1871 

1898 

1891 

1898 

1889 

1892 

1900 

1890 

1896 

1888 

1888 

1896 


Herman  Craft  (1900), 
Joseph  P.  Creveling, 
Charles  W.  Crispell, 
Montgomery  A.  Crockett, 
James  K.  Crook, 
William  L.  Cuddeback, 
Charles  M.  Culver, 
B.  Farquhar  Curtis, 
Frederic  C.  Curtis, 
Newton  F.  Curtis, 
John  G.  Curtis, 
Alexander  Dallas, 
Charles  L.  Dana, 
Henry  T.  Dana, 
Charles  E.  Davis, 
Thomas  Darlington, 
Spencer  L.  Dawes, 
Henry  H.  Deane, 
Cornelius  W.  De  Baun, 
Francis  Delafield, 
William  B.  De  Garmo, 
H.  Beekman  Delatour, 
Charles  A.  Dewey, 
Orson  G.  Dibble, 
Percival  F.  Dolphin, 
Charles  E.  Doubleday, 
Charles  E.  Douglass, 
0.  B.  Douglas  (1901), 
Henry  S.  Drayton, 
B.  G.  DuBois  (1900), 

A.  Palmer  Dudley, 
Thomas  A.  Dundas, 
Theodore  Dunham, 
Henry  Strong  Durand, 
Jesse  T.  Duryea, 
Daniel  C.  Dye, 
Orlando  C.  Eastman, 
Joseph  W.  Eddy, 

B.  Jerome  Eddy, 

George  M.  Edebohls, 

John  Edwards, 

Ellsworth  Elliot  (1887), 

Elmore  E.  Elliott, 

Henry  L.  Eisner, 

William  S.  Ely, 

Z.  Taylor  Emery, 

Thomas  Addis  Emmet, 

Edwin  Evans, 

George  A.  Evans, 
Henry  A.  Fairbairn, 
Jas.  D.  Featherstonhaugh, 
Mahlon  Felter, 
Charles  G.  J.  Finn, 
Edward  D.  Fisher, 
Arthur  Lyman  Fisk, 
Henry  Flood, 
Willis  E.  Ford, 
John  Addison  Fordyce, 


Stone  Ridge, 
Auburn, 
Rondout, 
Buffalo, 

New  York, 
Port  Jervis, 
Albany, 

New  York, 

Albany, 
White  Plains, 

New  York, 

New  York, 

New  York, 

Cortland, 

Albany, 

New  York, 

Albany, 

Watertown, 

Fonda, 

New  York, 

New  York 

Brooklyn, 

Rochester, 

Pompey, 

Malone, 

Penn  Yan, 

Lowville, 

New  York, 

New  York, 

Camden, 

New  York, 

Elmira, 

New  York, 

Rochester, 

Brooklyn, 

Utica, 

Watertown, 

Oswego, 

Glens  Falls, 

New  York, 

Gloversville, 

New  York, 

Catskill, 

Syracuse, 

Rochester, 

Brooklyn, 

New  York, 

Rome, 

Brooklyn, 

Brooklyn, 

Cohoes, 

Troy, 

Hempstead, 

New  York, 

New  York, 

Elmira, 

Utica, 

New  York, 


County. 
Ulster 
Cayuga 
Ulster 
Erie 

New  York 
Orange 
Albany 
New  York 
Albany 
Westchester 
New  York 
New  York 
New  York 
Cortland 
Albany 
New  York 
Albany 
Jefferson 
Montgomery 
New  York 
New  York 
Kings 
Monroe 
Onondaga 
Franklin 
Yates 
Lewis 
New  York 
New  York 
Oneida 
New  York 
Chemung 
New  York 
Monroe 
Kings 
Oneida 
Jefferson 
Oswego 
Warren 
New  York 
Fulton 
New  York 
Greene 
Onondaga 
Monroe 
Kings 
New  York 
Oneida 
Kings 
Kings 
Albany 
Rensselaer 
Queens 
New  York 
New  York 
Chemung 
Oneida 
New  York   ' 
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1899 

Henry  Hall  Forbes, 

New  York, 

1889 

George  R.  Fowler, 

Brooklyn, 

1882 

George  Henry  Fox, 

New  York, 

1862 

Samuel  H.  Freeman  (1886) 

,  Albany, 

1891 

Crawford  E.  Fritts, 

Hudson, 

1897 

Henry  P.  Frost, 

Buffalo, 

1899 

Jacob  Fiihs, 

Brooklyn, 

1893 

Earl  D.  Fuller, 

Utica, 

1880 

Peter  R.  Furbeck, 

Gloversville, 

1897 

William  D.  Garlock, 

Little  Falls, 

1885 

John  Gerin, 

Auburn, 

1887 

Arpad  G.  Gerster, 

New  York, 

1884 

Virgil  P.  Gibney, 

New  York, 

1899 

Charles  Langdon  Gibson, 

New  York, 

1893 

William  M.  Gibson, 

Utica, 

1889 

James  H.  Glass, 

Utica, 

1891 

De  Witt  A.  Gleason, 

Oxford, 

1901 

W.  Stanton  Gleason, 

Newburg, 

1900 

Charles  H.  Glidden, 

Little  Falls, 

1883 

/.  N.  Goff  (1896), 

Cazenovia, 

1900 

J.  Riddle  Goflfe. 

New  York, 

1892 

D.  H.  Goodwillie, 

New  York, 

1896 

Herman  C.  Gordinier, 

Troy, 

1897 

Egbert  H.  Grandin, 

New  York, 

1894 

George  Graves, 

Herkimer, 

1881 

Henry  Gray, 

Greenwich. 

1901 

Emil  Gruening, 

New  York, 

1888 

Alexander  Hadden, 

New  York, 

1887 

William  Hailes, 

Albany, 

1897 

Lorenzo  Hale, 

Albany, 

1897 

Orlando  J.  Hallenbeck, 

Canandaigua, 

1898 

Thomas  H.  Halsted, 

Syracuse, 

1892 

John  B.  Harvie, 

Troy, 

1899 

Hickson  F.  Hart, 

Shrub  Oak, 

1895 

Josiah  Hasbrouck, 

Port  Ewen, 

1899 

Wm.  Henry  Haskin, 

New  York, 

1894 

Herman  E.'Hayd, 

Buffalo, 

1889 

John  L.  Heflron, 

Syracuse, 

1898 

Alfred  W.  Henckell, 

Rochester, 

1889 

Edgar  M.  Hermance, 

Yonkers, 

1892 

Clinton  B.  Herrick, 

Troy, 

1894 

Wallace  J.  Herriman, 

Rochester, 

1900 

Francis  W.  Higgins, 

Cortland, 

1885 

Henry  R.  Hopkins, 

Buffalo, 

1898 

D.  Walker  Houston, 

Troy, 

1874 

Bleecker  L.  Hovey  (1885), 

Rochester, 

1891 

Eugene  H.  Howard, 

Rochester, 

1892 

Wm.  R.  Howard, 

Rochester, 

1886 

Lucien  Howe, 

Buffalo, 

1891 

John  T.  Howell, 

Newburgh, 

1896 

Joseph  B.  Hullett, 

Middletown, 

1893 

Henrv  Hnn, 

Albany, 

1899 

Dwigiit  W.  Hunter, 

New  York, 

1897 

George  Huntington, 

La  Grangeville, 

1901 

Arthur  W.  Hurd, 

Buffalo, 

1894 

Joel  W.  Hyde, 

Brooklyn, 

1893 

George  T.  Jackson, 

New  York, 

1875 

Abraham  Jacobi, 

New  York, 

County. 
New  York 
Kings 
New  York 
Albany 
Columbia 
Erie 
Kings 
Oneida 
Fulton 
Herkimer 
Cayuga 
New  York 
New  York 
New  York 
Oneida 
Oneida 
Chenango 
Orange 
Herkimer 
Madison 
New  York 
New  York 
Rensselaer 
New  York 
Herkimer 
Washington, 
New  York 
New  York 
Albany 
Albany 
Ontario 
Onondaga 
Rensselaer 
Westchester 
Ulster 
New  York 
Erie 

Onondaga 
Monroe 
Westchester 
Rensselaer 
Monroe 
Cortland 
Erie 

Rensselaer 
Monroe 
Monroe 
Monroe 
Erie 
Orange 
Orange 
Albany 
New  York 
Dutchess 
Erie 
Kings 
New  York 
New  York 
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1892    Nathan  Jacobson, 

Walter  W.  Jamieson, 
Eeuben  Jeffery, 
Charles  Jewett, 
Frederick  A.  Jewett, 
John  H.  Jewett, 
Henrietta  P.  Johnson, 
George  P.  Johnston, 
Wm.  H.  Johnston, 
William  B.  Jones, 
Andrew  V.  Jova, 
James  F.  Kendall  (1900), 
Judson  G.  Kilbourn, 
James  W.  King, 
Osman  F.  Kinloch, 
Cyrile  P.  Kirley, 
Herman  Knapp, 
James  W.  Knapp, 
William  C.  Krauss, 
Austin  La  Monte, 
Wilbur  F.  Lamont, 
Louis  Nott  Lanehart, 
Charles  M.  Lefler, 
Wm.  H.  Leonard, 
Maurice  J.  Lewi, 
Daniel  Lewis, 
Samuel  Lloyd, 
Eli  H.  Long, 
Earl  P.  Lothrop, 
E.  H.  Loughran, 
Bradford  C.  Loveland, 
Frank  S.  Low, 
David  F.  Lucas, 
Carlos  F.  MacDonald, 
Willis  G.  Macdonald, 
John  C.  MacEvitt, 
Andrew  Macfarlane, 
Frank  Madden, 
William  M.  Maddren, 
A.  H.  Mambert, 
Frederick  A.  Mandeville, 
John  Mann, 
Matthew  D.  Mann, 
Frank  W.  Marlow, 
A.  Eoss  Matheson, 
Arthur  Mathewson, 
Sands  C.  Maxson, 
E.  S.  McCIellan, 
George  M.  McCombs, 
John  A.  McCorkle, 
George  McNaughton, 
Edward  Meany, 
Alfred  Mercer  (1899), 
A.  Clifford  Mercer, 
Henry  E.  Mereness, 
Edwin  H.  Merriam, 
Cyrus  S.  Merrill, 
George  V.  R.  Merrill, 


1893 

1895 

1886 

1897 

1901 

1899 

1899 

1882 

1900 

1900 

1856 

1896 

1901 

1891 

1899 

1880 

1901 

1898 

1895 

1898 

1896 

1890 

1893 

1890 

1884 

1892 

1892 

1901 

1882 

1899 

1871 

1898 

1891 

1895 

1896 

1900 

1894 

1890 

1893 

1901 

1895 

1897 

1891 

1889 

1879 

1899 

1901 

1894 

1894 

1895 

1900 

1884 

1898 

1897 

1900 

1888 

1897 


Syracuse, 

Syracuse, 

Brooklyn, 

Brooklyn, 

Brooklyn, 

Cauandaigua, 

New  York, 

Mexico, 

Port  Leyden, 

Rochester, 

Newburgh, 

Baldwinsville, 

Utica. 

Stottville, 

Troy, 

Lowville, 

New  York, 

Canastota, 

Buffalo, 

Carmel, 

Catskill, 

Hempstead, 

Gloversville, 

Worcester, 

New  York, 

New  York, 

New  York, 

Buffalo, 

Buffalo, 

Kingston, 

Syracuse, 

Pulaski, 

Brooklyn, 

New  York, 

Albany, 

Brooklyn, 

Albany, 

Plattsburgh, 

Brooklyn, 

Rondout, 

Rochester, 

Jericho, 

Buffalo, 

Syracuse, 

Brooklyn, 

Brooklyn, 

Utica, 

Saranac  Lake, 

Frankfort, 

Brooklyn, 

Brooklyn, 

Ithaca, 

Syracuse, 

Syracuse, 

Albany, 

Coxsackie, 

Albany, 

Elmira, 


County. 
Onondaga 
Onondaga 
Kings 
Kings 
Kings 
Ontario 
New  York 
Oswego 
Lewis 
Monroe 
Orange 
Onondaga 
Oneida 
Columbia 
Rensselaer 
Lewis 
New  York 
Madison 
Erie 
Putnam 
Greene 
Queens 
Fulton 
Otsego 
New  York 
New  York 
New  York 
Erie 
Erie 
Ulster 
Ontario 
Oswego 
Kings 
New  York 
Albany 
Kings 
Albany 
Clinton 
Kings 
Ulster 
Monroe 
Queens 
Erie 

Onondaga 
Kings 
Kings 
Oneida 
Franklin 
Herkimer 
Kings 
Kings 
Tompkins 
Onondaga 
Onondaga 
Albany 
Greene 
Albany 
Chemung 
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Cotnity, 

1892 

Willy  Meyer, 

New  York. 

New  York 

1895 

Aaron  B.  Miller, 

Syracuse. 

Onondaga 

1888 

Lewis  H.  Miller, 

Brooklyn, 

Kings 

1892 

Theodore  D.  Mills, 

Middletown, 

(J  range 

1886 

Wm.  F.  Mittendorf, 

New  York, 

New  York 

1891 

Joseph  MofFatt, 

Washingtonville, 

Orange 

1896 

Edward  L.  Mooney, 

Syracuse, 

Onondaga 

1896 

William  A.  Moore, 

Binghamton, 

Broome 

1896 

John  Moroney, 

Elmira, 

Chemung 

1892 

Robert  T.  Morris, 

New  York. 

New  York 

1898 

Robert  J.  Morrison. 

Brooklyn, 

Kings 

1895 

Samuel  R.  Morrow, 

Alba?iy, 

Albany 

1896 

William  James  Morton, 

New  York, 

New  York 

1896 

J.  Montgomery  Mosher, 

Albany, 

Albany 

1894 

Edward  W.  Mulligan, 

Rochester, 

Monroe 

1899 

Grace  Peckham  Murray, 

New  York. 

New  York 

1896 

T.  Halsted  Myers, 

New  York, 

New  York 

1898 

Herman  V.  Mynderse, 

Schenectady. 

Schenectady 

1892 

Herman  Mynter, 

Buffalo, 

Erie 

1898 

Charles  D.  Napier, 

Brooklyn, 

Kings 

1893 

William  J.  Nellis, 

Albany, 

Albany 

1892 

Albert  S.  Newcomb, 

New  York, 

New  York 

1895 

William  P.  Northrup, 

New  York, 

New  York 

1890 

George  H.  Oliver, 

Malone, 

Franklin 

1890 

May  R.  Owen, 

Brooklyn, 

Kings 

1893 

Albert  H.  Palmer, 

Marlborough, 

Ulster 

1892 

Roswell  Park, 

Buffalo, 

Erie 

1897 

Frederick  H.  Parker, 

Auburn, 

Cayuga 

1895 

Clair  S.  Parkhill, 

Hornellsville, 

Steuben 

1863 

W.H.II.FarkhurstilSSS), 

,  Frankfort, 

Herkimer 

1887 

Edward  L.  Partridge, 

New  York, 

New  York 

1899 

Daniel  P.  Pease, 

New  York, 

Ne'.v  York 

1893 

0.  W.  Peck, 

Oneonta, 

Otsecro 

1899 

Favette  H.  Peck, 

Utica, 

Oneida 

1881 

Solomon  H.  Peck  (1892), 

Ithaca, 

Tompkins 

1893 

T.  Kirkland  Perry, 

Albany, 

Albany 

1891 

Wendell  C.  Phillips. 

New  York. 

New  York 

1883 

A.  M.  Phelps, 

New  York, 

New  York 

1891 

Lewis  S.  Piicher, 

Brooklyn, 

Kings 

1894 

Milton  G.  Planck, 

Schenectady, 

Schenectady 

1896 

Warren  0.  Plimpton, 

New  York, 

New  York 

1897 

John  Osborne  Polak, 

Brooklyn, 

Kings 

1893 

George  P.  K.  Pomeroy, 

Stuyvesant, 

Columbia 

1881 

Thomas  R.  Pooley, 

New  York, 

New  York 

1869 

Charles  H.  Porter  (1900), 

Albany, 

Albany 

1897 

Marion  Craig  Potter, 

Rochester, 

Monroe 

1883 

Wm.  Warren  Potter, 

Buffalo, 

Erie 

1893 

J.  Wilson  Poucher, 

Poughkeepsie, 

Dutchess 

1892 

Seneca  D.  Powell, 

New  York, 

New  York 

1879 

Jonathan  S.  Prout  (1897), 

Brooklyn, 

Kinss 

1897 

John  H.  Prvor, 

Buffalo, 

Erie^ 

1877 

Alfred  E.  M.  Purdy, 

New  York, 

New  York 

1899 

Barna  E.  Radeker, 

Deposit, 

Broome 

1896 

Julius  B.  Ransom, 

Dannemora, 

Clinton 

1900 

James  E.  Reed, 

Schenectady, 

Schenectady 

1894 

Charles  M.  Rexford, 

Watertown, 

Jefferson 

1889 

Clarence  C.  Rice, 

New  York. 

New  York 

1900 

Nelson  G.  Richmond, 

Fredonia, 

Chautauqua 
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1896  DeWitt  C.  Rodenhurst, 
John  0.  Roe, 
D.  B.  St.  John  Roosa, 
Arthur  G.  Root, 
Lewis  W.  Rose, 
George  W.  Rossman, 
James  E.  Sadlier, 
Thomas  E.  Satterthwaite 
Reginald  H.  Sayre, 
Peter  Scott, 
Frederick  W.  Sears, 
Frank  M.  Severson, 


1882 

1878 

1900 

1898 

1898 

1900 

1891 

1899 

1901 

1897 

1901 

1885 

1893 

1897 

1898 

1884 

1901 

1870 

1888 

1898 

1900 

1897 

1899 

1893 

1900 

1886 

1890 

1900 

1892 

1879 

1901 

1897 

1880 

1889 

1882 

1885 

1892 

1896 

1896 

1900 

1898 

1897 

1900 

1888 

1897 

1896 

1889 

1880 

1892 

1895 

1895 

1889 

1899 

1876 
1901 
1899 
1900 


George  Seymour  (1900), 
William  W.  Seymour, 
Friend  W.  Shaffer, 
John  E.  Sheppard, 
Samuel  Sherwell, 
Frederic  J.  Shoop, 
George  F.  Shrady, 
Arthur  R.  Simmons, 
William  H.  Skene, 
Erasmus  D.  Skinner, 
Frederick  W.  Slocum, 
Charles  E.  Smith, 
H.  Lyle  Smith, 
Nathan  Smith, 
James  D.  Spencer, 
Byron  U.  Steenberg, 
Alexander  A.  Stern, 
William  Stevens, 
Charles  L.  Stiles, 
David  V.  Still, 
William  O.  Stillman, 
Enoch  V.  Stoddard, 
Charles  Stover, 
Frederic  R.  Sturgis, 
A.  Walter  Suiter, 
Peter  L.  Suits, 
Leander  Swartwout, 
T.  Oliver  Tait, 
John  H.  Taylor, 
John  Warren  Thorp, 
C.  F.  Timmerman, 
William  A,  Tomes, 
David  M.  Totman, 
C.  Wilmot  Townsend, 
Wisner  R.  Townsend, 
Willis  G.  Tucker, 
Robert  K.  Tuthill, 
Francis  Valk, 
T.  F.  C.  Van  Allen, 
Joshua  M.  Van  Cott, 
S.  O.  Vanderpoel, 
Waldron  B.  Vanderpoel, 
Albert  Vander  Veer, 
Charles  M.  Van  Dyke, 
Frank  Van  Fleet, 
Howard  Van  Rensselaer, 


Philadelphia, 

Rochester, 

New  York, 

Albany, 

Rochester, 

An  cram, 

Poughkeepsie, 

New  York, 

New  York, 

Brooklyn, 

Syracuse, 

Seneca  Falls, 

Utica,, 

Troy, 

Gloversville, 

Brooklyn, 

Brooklyn, 

Brooklyn, 

New  York, 

Utica, 

Brooklyn, 

Mineola, 

Camillus, 

Whitesboro, 

Hudson, 

Richmondville, 

Watertown, 

Albany, 

Kingston, 

New  York, 

Owego, 

Johnstown, 

Albany, 

Rochester, 

Amsterdam, 

New  York, 

Herkimer, 

Tribe's  Hill, 

Prospect, 

Rochester, 

Holley, 

Oxford, 

Amsterdam, 

Brooklyn, 

Syracuse, 

New  Brighton, 

New  York, 

Albany, 

Poughkeepsie, 

New  York, 

Albany, 

Brooklyn, 

New  York, 

New  York, 

Albany, 

Himrod, 

New  York, 

Albany, 


County. 
Jefferson 
Monroe 
New  York 
Albany 
Monroe 
Columbia 
Dutchess 
New  York 
New  York 
Kings 
Onondaga 
Seneca 
Oneida 
Rensselaer 
Fulton 
Kings 
Kings 
Kings 
New  York 
Oneida 
Kings 
Queens 
Onondaga 
Oneida 
Columbia 
Schoharie 
Jefferson 
Albany 
Ulster 
New  York 
Tioga 
Fulton 
Albany 
Monroe 
Montgomery 
New  York 
Herkimer 
Montgomery 
Oneida 
Monroe 
Orleans 
Chenango 
Montgomery 
Kings 
Onondaga 
Richmond 
New  York 
Albany 
Dutchess 
New  York 
Albany 
Kings 
New  York 
New  York 
Albany 
Yates 
New  York 
Albany 
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1886  Eugene  Van  Slvke, 

1895  Adtim  T.  Van  Vranken, 

1898  Major  A.  Veeder, 
1890  Waterman  A.  Vincent, 

1899  Charles  G.  Wagner, 
1892  Ralph  Waldo, 

1886  Theodore  C.  Wallace, 

1895  John  J.  Walsh, 
1901  James  P.  Warbasse, 

1896  David  B.  Ward, 
1873  R.  Halstead  Ward, 

1888  Samuel  B.  Ward, 
1885  John  S.  Warren  (1898), 
1883  David  Webster, 

1901  William  S.  Webster, 

1898  George  C.  Weiss, 

1895  Ernest  Wende, 
1901  Grover  W.  Wende, 

1896  George  T.  Wetmore, 

1899  William  E.  Wetmore, 

1894  Hamilton  D.  Wey, 

1889  John  T.  Wheeler, 
1883  John  W.  Whitbeck, 

1887  Jarvis  S.  Wight, 

1895  Revnold  W.  Wilcox, 
1898  Alfred  G.  Wilding, 

1892  Robert  G.  Wilding, 
1883  Charles  E.  Willard, 
1898  Edward  S.  Willard. 
1895  George  O.  Williams, 

1893  Henrv  T.  Williams, 
1901  Herbert  U.  Williams, 
1895  James  McF.  Winfield, 
1881  Charles  E.  Witbeck, 
1892  George  H.  Witter, 
1889  Rudolph  A.  Witthaus, 

1900  George  H.  Wood, 
1895  J.  Walter  Wood, 

1897  W.  GillWylie, 

1901  Edward  J.  Wvnkoop, 
1900  Charles  D.  Young, 
1895  Frederick  W.  Zimmer. 


County. 

Albany, 

Albany 

Watervliet, 

Albany 

Lyons, 

Wayne 

Three-Mile  Bay, 

Jefferson 

Binghamtou, 

Broome 

New  York, 

New  York 

Cambridge, 

Washington 

Buffalo, 

Erie 

Brooklyn, 

Kings 

Poughkeepsie, 

Dutchess 

Troy, 

Rensselaer 

Albany, 

Albanv 

New  York, 

New  York 

New  York, 

New  York 

Liberty, 

Sullivan 

Mt.  Vernon, 

Westchester 

Buffalo, 

Erie 

Buffalo, 

Erie 

New  York, 

New  York 

Utica, 

Oneida 

Elmira, 

Chemung 

Chatham, 

Columbia 

Rochester, 

Monroe 

Brooklyn, 

Kings 

New  York, 

New  York 

Malone, 

Franklin 

Mai  one. 

Franklin 

Catskill, 

Greene 

Watertown, 

Jefferson 

Greene, 

Chenango 

Rochester, 

Monroe 

Buffalo, 

Erie 

Brooklyn, 

Kings 

Cohoes, 

Albany 

Wellsville, 

Allegany 

New  York, 

New  York 

Antwerp, 

Jefferson 

Port  Richmond, 

Richmond 

New  York, 

New  York 

Syracuse, 

Onondaga 

Rochester, 

Monroe 

Rochester, 

Monroe 

III.  Honorary  Members. 


Year  of  Election. 

1889  Francis    Bacon,   New   Haven, 

Connecticut 
1888  B.  F.  Baer,  Philadelphia,  Pa. 
1882  R.  Bartholow,  Philadelphia.Pa. 
1880  J.  S.  Billings,  Philadelphia,  Pa. 

1880  J.   B.   Brown,   United  States. 

Army 
1877  W.  A.  F.  Brown,  Dumphries, 

Scotland 
1886  E.  N.  Brush,  Baltimore,  Md. 

1881  J.  C.  Bucknill,  London,  Eng. 


Year  of  Election. 

1894  Arthur  T.  Cabot,  Boston,  Mass. 
1885  T.    S.    Clouston,    Edinburgh, 

Scotland 
1866  N.  S.  Davis,  Chicago,  111. 
1892  W.  E.  B.  Davis,  Birmingham, 

Ala. 
1900  John  B.  Deaver,  Philadelphia, 

Pa. 
1875  F.  Dichiara,  Palermo,  Italy 
1900  Joseph  Eastman,  Indianapolis, 

Ind. 
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1890  G.   J.   Engelmann,   St.   Louis, 

Mo. 
1875  E.  H.  Gregory,  St.  Louis,  Mo. 
1887  A.  P.  Grinnell,  Burlington,  Vt. 

1886  T.  Hansen,  Copenhagen,  Den- 

mark 
1889  Reginald  Harrison,  Liverpool, 

England 
1879  C.  Heath,  London,  England 
1894  0.  E.  Herrick,  Grand  Eapids, 

Michigan 
1882  C.  N.  Hewitt,Red  Wing.Minn. 

1891  W.    H.    Hingston,    Montreal, 

Canada 

1877  W.  S.  Hopkins,  Vergenues, 
Vt. 

1857  H.  J.  Hunter,  Sheffield,  Eng- 
land 

1891  J.  Nevins  Hyde,  Chicago,  111. 
1870  Ralph  Isham,  Chicago,  111. 
1899  William   W.   Keen,   Philadel- 
phia, Pa. 

1870  H.  M.  Knight,  Lakeville,Conn. 

1887  E.  Landolt,  Paris,  France 
1873  H.  C.  Lombard,  Geneva,  Switz- 
erland 

1871  W.McCollum,  Brooklyn,  N.Y. 
1897  J.  Lee  McComas,  Oakland,  Md. 

1892  Lewis  S.  McMurtry,  Louisville, 

Kentucky 

1872  R.McNamara,  Dublin,  Ireland. 
1889  Howard  Marsh,  London,  Eng. 


Year  of  Election. 

1898  Joseph    M.  Matthews,  Louis- 

ville, Ky. 
1879  L.  A.  Mercier,  Paris,  France 
1877  S.    Weir    Mitchell,    Philadel- 
phia, Pa. 
1891  E.  E.  Montgomery,  Philadel- 
phia, Pa. 

1899  William  Osier,  Baltimore,  Md. 
1894  J.  H.  Packard,   Philadelphia, 

Pa. 

1891  Joseph  Price,  Philadelphia,  Pa. 

1892  Chas.  A.  L.  Reed,  Cincinnati, 

Ohio 
1899  Maurice  H.Richardson, Boston, 
Mass. 

1882  Sidney  Ringer,  London,  Eng. 

1883  C.  L.  Robertson,  London,  Eng. 
1892  Jas.  F.  W.  Ross,  Toronto,  Can. 
1889  Max  Schede,  Plamburg,  Ger- 
many 

1888  F.    J.     Shepherd,     Montreal, 

Can. 
1894  George  M.   Sternberg,   Wash- 
ington, D.  C. 
1873  R.  Stokes,  Dublin,  Ireland 
1894  I.  S.  Stone,  Washington,  D.  C. 
1881  W.  H.  Taylor,  Cincinnati,  O. 
1873  T.  J.  Turner,  U.  S.  Navy 
1872  R.  Virchow,  Berlin,  Germany 
1877  L.  deWecker,  Paris,  France 

1891  H.  C.  Wood,  Philadelphia,  Pa. 

1892  A.  H  Wright,  Toronto,  Can. 


COUNTY  MEDICAL  SOCIETIES. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  ALBANY. 

(Organized  in  1806.) 

Meetings. — Annual,  second  Tuesday  in  May ;  semi-annual,  second 
Tuesday  in  October.  Stated  meetings  are  held  Wednesday  evening  at 
Alumni  Hall,  Albany  Medical  College,  at  lea^t  once  a  month,  from  October 
to  May. 

Officers.    (May,  1901.) 

W.  H.  Murray,  President.  Andrew  MacFarlane,  Vice-President. 

Harry  S.  Pearse,  Secretary.  William  H.  George,  Treasurer. 

Censors:  Henry  Hun,        J.  L.  Archambault,        J.  D.  Featherstonhaugh, 
G.  E.  Lochner.  T.  L.  Carroll. 


Delegates  to  State  Medical  Society  :  W.  H. 


G.  H.  Munson, 
L.  H.  Neuman, 
J.  L.  Archambault, 
Eobert  Babcock, 
E.  A.  Bartlett, 
George  Blumer, 


T.  L.  Carroll. 
Daniel  C.  Case, 
A.  W.  Elting, 
C.  H.  Moore, 
W.  H.  Murray, 
Harry  S.  Pearse, 

Members. 


Happel,      J.  H.  Mitchell, 
Thomas  A.  Rvan, 
W.  B.  Sabin/ 
Arthur  Sautter, 
H.  L.  K.  Shaw, 
Clement  F.  Theisen, 
Edgar  A.  Vander  Veer. 


(Where  the  town  is  not  mentioned  Albany  is  to  be  understood.) 


Ira  Applebee,  318  S.  Pearl  st 
J.  L.  Archambault,  Cohoes 
John  Archibold,  Cohoes 
Robert  Babcock,  102  Lancaster  st 
Theodore  P.  Bailey,  95  Eagle  st 
O.  D.  Ball,  691  Broadway 
James  F.  Barker,  54  Clinton  av 
E.  A.  Bartlett,  20  S.  Hawk  st 

E.  J.  Bedell,  Becker's  Corners 
Edward  Bell,  Cohoes 
Herman  Bendell,  178  State  st 
J.  M.  Bigelow,  54  Eagle  st 

L.  E.  Blair.  204  State  st 

Joseph  H.  Blatner,  132  Hudson  av 

A.  J.  Blessing.  114  Grand  st 

Geo.  Blumer,  Bender  Hygienic  Lab. 

James  P.  Boyd,  152  Washington  av 

W.  S.  Bristol,  76  S.  Ferry  st 

A.  S.  Capron,  78  Hudson  av 

T.  L.  Carroll,  297  Lark  st 

Daniel  C.  Case,  Slingerlands 

F.  L.  Classen,  34  Trinity  place 
E.  V.  Colbert,  62  Hudson  av 
D.  H.  Cook.  264  Clinton  av 

J.  L.  Cooper,  86  Clinton  av 
Joseph  D.  Craig,  12  Ten  Broeck  st 


Frederic  Crounse,  Altamont 

C.  M.  Culver,  36  Eagle  st 

F.  C.  Curtis,  17  Washington  av 

F.  C.  E.  Daunais,  Cohoes 

C.  E.  Davis,  15  Washington  av 

S.  L.  Dawes,  255  Stnte  st 

M.  J.  Dwyer,  268  Hamilton  st 

Noah  L,  Eastman,  427  Clinton  av 

A.  W.  Elting,  247  State  st 

J.  D.  Featherstonhaugh,  Cohoes 

F.  H.  Fisk,  1  Clinton  square 

S.  H.  Freeman,  77  Columbia  st 

G.  H.  Furbeck,  Cohoes 

A.  L.  George,  769  Broadwav 
Wm.  H.  George,  318  Central  av 
W.  I.  Goeway,  225  Hamilton  st 
F.  R.  Greene,  542  Central  av 
F.  N.  Guyer,  181  Clinton  av 
Wm.  Hailes,  197  Hamilton  st 
Lorenzo  Hale,  50  Clinton  av 
W.  S.  Hale,  50  Clinton  av 
W.  H.  Happel,  351  S.  Pearl  st 
J.  U.  Haines.  Cohoes 
John  V.  Hennessy,  35  Clinton  av 
E.  E.  Hinman,  982  Madison  av 
Alfred  B.  Huested,  State  c.  Eagle  st 
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Henry  Hun,  149  Washington  av 
T.  W.  Jenkins,  246  Hamilton  st 

F.  M.  Joslin,  Voorheesville 
P.  J.  Keegan,  48  Clinton  av 
J.  A.  Lanahan,  31  Jefferson  st 
M.  S.  Leavy,  9  Watervliet  av 
Louis  Le  Brun,  71  S.  Ferry  st 

G.  G.  Lempe,  42  Eagle  st 

W.  G.  Lewi,  115J  Lancaster  st 
H.  Judson  Lipes,  1186  Broadway 
G.  E.  Lochner,  196  State  st 
Howard  E.  Lorn  ax,  114  Jay  st 
W.  G.  Macdonald,  27  Eagle  st 
A.  Macfarlane,  24  S.  Hawk  st 
M.  MacHarg,  806  Madison  av 
C.  C.  McCulloch,  363  S.  Pearl  st 
J.  F.  McGarrahan,  Cohoes 
E.  N.  K.  Mears,  1  Washington  av 
H.  E.  Mereness,  184  State  st 
C.  S.  Merrill,  21  Washington  av 
J.  H.  Mitchell,  Cohoes 
J.  D,  Montmarquet,  Cohoes 
C.  H.  Moore,  21  Washington  av 
J.  M.  Moore,  375  Madison  av 
Samuel  R.  Morrow,  29  S.  Hawk  st 
J.  M.  Mosher,  202  Lark  st 
G.  T.  Moston,  611  Central  av 
George  S.  Munson,  30  Eagle  st 
W.  H.  Murray,  269  Lark  st 

C.  L.  Myers,  232  N.  Pearl  st 
T.  W.  Nellis,  210  State  st 
W.  J.  Nellis  210  State  st 

L.  H.  Neuman,  159  Hudson  av 

D.  V.  O'Leary,  10  Ash  Grove  place 
G.  W.  Papen,  268  Madison  av 

H.  S.  Pearse,  116  Washington  av 
G.  Upton  Peltier,  Cohoes 
T.  K.  Perry,  174  Second  st 
Alonzo  F.  Powell,  Coeymans 
W.  L.  Purple,  46  Second  st 
M.  J.  Read,  Indian  Fields 
Martin  Reid,  Reidsville 


C.  H.  Richardson,  27  Eagle  st 
W.  F.  Robinson,  Albany 
Arthur  G.  Root,  46  Eagle  st 
W.  B.  Rossman,  324  Hamilton  st 
Thomas  A.  Ryan,  47  Eagle  st 
W.  B.  Sabin,  West  Troy 

F.  Saurbrie,  Clarksville 
Arthur  Sautter,  44  Eagle  st 
Wm.  L.  Schutter,  279  Clinton  av 
Seth  G.  Shanks,  547  Clinton  av 
H.  L.  K.  Shaw,  198  Lark  st 
Ralph  Sheldon,  291  State  st 

J.  H.  Skillicorn,  271  Hudson  av 
C.  H.  Smith,  246  Washington  av 
J.  E.  Smith,  246  Washington  av 
R.  J.  Smith,  144  Lancaster  st 

B.  U.  Steenberg,  1  Ten  Broeck  st 
M.  D.  Stevenson.  51  S.  Ferry  st 
W.  0.  Stillman,  287  State  st 

G.  L.  Streeter,  116  Washington  av 
R.  H.  Tedford,  Jr.,  116  Central  av 

C.  F.  Theisen,  172  Washington  av 
John  Thompson,  5  Sheridan  av 
A.  H.  Traver,  809  Madison  av 

T.  Markley  Trego,  33  Clinton  av 
Benno  G.  Troidle,  115  Central  av 
Willis  G.  Tucker,  College  Building 
a  L.  Ullman,  92  Central  av 
T.  F.  C.  Van  Allen,  48  Eagle  st 
L,  Van  Auken,  West  Troy 
Albert  Vander  Veer,  28  Eagle  st 
Edgar  A.  Vander  Veer,  28  Eagle  st 
Howard  Van  Rensselaer,  123  State  st 
E.  Van  Slyke,  139  Madison  av 
A.  T.  Van  Vranken,  West  Troy 
W.  J.  Wansboro,  113  Lark  st 
S.  B.  Ward,  281  State  st 
J.  B.  Washburne,  Delmar 
James  W.  Wiltse,  6  S.  Hawk  st 
L.  B.  Winne,  72  Livingston  av 
C.  E.  Witbeck,  Cohoes 
Harriet  A.Woodward,  42  Chestnut  st 
Number  of  Members,  136. 


MEDICAL   SOCIETY  OF  THE  COUNTY  OF  ALLEGANY. 

(Date  of  organization  unknown.) 

Meetings. — Annual,  second  Wednesday  in  May;  quarterly,  second  Wed- 
nesday in  August,  November,  and  February. 

Officers.     (May,  1901.) 

J.  P.  Crosby,  President.  A.  E.  Persons,  Vice-President. 

H.  A.  Barney,  Secretary  and  Treasurer. 

Censors :  George  E.  Burdick,        J.  W.  Collar,  H.  A.  Barney, 

G.  H.  Witter,  J.  C.  Young. 

Delegates  to  State  Medical  Society :  H.  L.  Hulett,  W.  H.  Loughfead, 

George  W.  Roos,  O.  E.  Burdick,  F.  E.  Howard. 


BROOME. 
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Members. 


Otis  Allen,  Cuba 

E.  W.  Ayers,  Richburg 

F.  C.  Ballard,  Rushford 
H.  A.  Barney,  Belmont 
George  E.  Burdick,  Andover 
O.  E.  Burdick,  Little  Genesee 
J.  W.  Collar,  Wellsville 

F.  E.  Comstock,  Wellsville 

W.  O.  Congdon,  Cuba 

H.  E.  Cooley,  Angelica 

R.  V.  Crittenden,  Friendship 

John  P.  Crosby,  Belmont 

Dorr  Cutler,  Bolivar 

C.  C.  Deming,  Friendship 

E.  C.  Gilbert,  Angelica 
H.  F.  Gillette,  Cuba 

F.  E.  Howard,  Friendship 
H.  L.  Hulett,  Allentown 
Fred.  T.  Koyle,  Wellsville 


O.  N.  Latham,  Bolivar 
Elbert  W.  Le  Wall,  Scio 
Wm.  Litchfield,  Cuba 
W.  PI.  Longhead,  Nile 
A.  E.  Persons,  Friendship 
C.  E.  Post,  Alfred 

A.  J.  Remington,  Whitesville 
George  W.  Roos,  Wellsville 
H.  P.  Saunders,  Alfred 

C.  0.  Sayers,  Bolivar 
Mark  Shephard,  Alfred 
C.  M.  Stewart,  Hume 
Edith  Stewart,  Hume 
T.  S.  Thomas,  Cuba 

F.  H.  Van  Orsdale,  Belmont 

B.  Williamson,  Friendship 

G.  H.  Witter,  Wellsville 
J.  C.  Young,  Cuba 

Number  of  Members,  37. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  BROOME. 

(Organized  July  4, 1806.) 

Meetings. — Annual,  first  Tuesday  in  October;  quarterly,  first  Tuesday 
in  January,  April,  and  July. 


Officers. 

T.  B.  Van  Alstyne,  President. 
Jack  Killen,  Secretary. 


(October,  1900.) 

E.  N.  Christopher,  Vice-President. 
E.  H.  Wells,  Treasurer. 


Censors:  J.  G.  Orton,        J.  H.  Chittenden,         J.  M.  Farrington, 
R.  A.  Seymour,  A.  F.  Taylor. 

Delegates  to  State  Medical  Society :  J.  Killen,  F.  W.  Sears,  W.  S.  Overton. 

Members. 

(Where  the  name  of  the  town  is  not  given  Binghamton  is  to  be  understood.) 


S.  P.  Allen,  Lestershire 

J.  D.  Applev,  Harpersville 

W.  E.  Ard,  87  Front  st 

S.  Taylor  Barton,  Lestershire 

H.  F.  Beardsley,  500  Chenango  st 

E.  L.  Bennett,  248  Washington  st 

J.  M.  Booth,  West  Colesville 

D.  S.  Burr,  145  Court  st 

J.  H.  Chittenden,  51  Mainst 

E.  N.  Christopher,  Union 
W.  D.  Christopher,  Union 
J.  C.  Comstock,  1  Lewis  st 
W.  W.  Clark,  Maine 

R.  R.  Daly,  234  Washington  st 

E.  F.  Day,  96  Court  st 

C.  E.  Davenport,  Sanitaria  Springs 

Dwight  Dudley,  Maine 

I.  C.  Edson,  Windsor 

H.  O.  Ely,  62  Front  st 


J.  j\I.  Farrington,  11  Jay  st 

L.  D.  Farnham,  42  Main  st 

F.  L.  Forker,  38  Fayette  st 

K.  C.  French,  Lisle 

C.  W.  Green,  Jay  st 

J.  D.  Guy,  Chenango  Forks 

W.  D.  Hardy,  Union 

L.  H.  Hills,  3  Dwight  Block 

I.  A.  Hix,  Carroll  st 

E.  P.  Hough,  89^  Oak  st 

H.  S.  Hutchinson,  Grand  Boulevard 

R.  C.  Irving,  Main  st 

J.  W.  Jansen,  28  Exchange  st 

J.  Killen,  74  Front  st 

John  Leverett,  Holland  Patent 

Frank  MacKnight,  Exchange  st 

J.  H.  Martin,  172  Court  st 

J.  M.  Miller,  145  Court  st 

W.  A.  Moore,  223  Washington  st 
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Mary  O'Malley,  State  Hospital 

W.  S.  Overton,  114  Court  st 

J.  G.Orton,  Henry  st  and  Prospect  av 

Ransom  J.  Perrv,  Whitney  Point 

J.  F.  Pratt,  115  Front  st 

F.  W.  Putnam,  210  Vestal  av 

John  F.  Place,  Jr.,  134  Court  st 

L.  H.  Quackenbush,  26  Arthur  st 

B.  E.  Radeker,  Deposit 

C.  B.  Richards,  86  Front  st 
Charles  Roberts,  Chenango  st 
Flora  Ruch,  Lestershire 

F.  W.  Sears,  cor.  Front  and  Perry  sts 
R.  A.  Seymour,  Whitney  Point 


F.  E.  Slater,  2  Lydia  st 
Edward  L.  Smith,  60  Carroll  st 
Isabella  H.  Stanley,  Washington  st 
A.  P.  Summers,  State  Hospital 
A.  F.  Taylor,  Castle  Creek 
E.  L.  Teed,  Centre  Lisle 
J.  L.  Van  Alstvne,  100  Hawley  st 
T.  B.  Van  Aistyne,  324  Chenango  st 
Charles  G.  Wagner,  State  Hospital 
E.  H.  Wells,  14  Congdon  Place 
W.  A.  White,  State  Hospital 
W.  H.  Wilson,  Lestershire 
L.  D.  Witherill,  Union 

Number  of  Members,  65. 


Deceased:  S.  F.  McFarland,  Binghamton,  April  29,  1900,  set.  71;  E. 
Mulheron,  Binghamton ;  Charles  C.  Eastman,  State  Hospital ;  L.  O.  East- 
man, Union ;  N.  R.  Barnes,  Binghamton,  September  30,  1900,  ^t.  65. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  CATTARAUGUS. 

Meetings.     Annual,  at  Salamanca,  the  first  Tuesday  in  May ;  quarterly, 
on  the  first  Tuesday  in  August,  November,  and  February. 

Officers.     (May,  1901.) 

James  A.  Taggert,  President.  Cassar  Smith,  Vice-President. 

Ambrose  E.  Smith,  Secretary  and  Treasurer. 


Censors :  A.  D.  Lake, 


F.  C.  Beals, 


G.  W.  Winterstine. 


Delegates  to  the  State  Medical  Society :  M.  C.  Hawlev,        A.  D.  Lake, 
W.  H.  Vincent,  Wm.  B.  Johnston,  F.  C.  Beals, 

Edward  Torrey,  J.  E.  K.  Morris,  James  A.  Taggart, 

Cassar  Smith,  Guy  B.  Crandall. 


Members. 


J.  R.  Allen,  Clean 
H.  J.  Ashley,  Machias 
Fred  C.  Beals,  Salamanca 
S.  S.  Bedient,  Little  Valley 
F.  P.  Blair,  Allegany 
J.  P.  Booth,  Clean 
A.  L.  Borden,  Gowanda 
E.  R.  Burdick,  Clean 
Joseph  C.  Clark,  Clean 
A.  K.  Corbin,  Limestone 
E.  M.  Coss,  Cattaraugus 
Salina  P.  Colegrove,  Salamanca 
Guy  B.  Crandall,  Randolph 
W.  C.  Dallanbaugh,  Clean 
Lyman  L.  Deck,  Salamanca 
John  L.  Eddy,  Clean 
Myron  E.  Fisher,  Delavan 
M.  C.  Follett,  Clean 
William  Follett,  Sandusky 
M.  C.  Hawley,  East  Randolph 
Jacob  S.  Hicks,  Allegany 
Wm.  B.  Johnston,  Ellicottville 


William  W.  Jones,  Dayton 

Charles  Kelley,  Franklinville 

Clarence  King,  Machias 

Charles  P.  Knowles,  Olean 

Frederick  Krehbiel,  Delevan 

A.  D.  Lake,  Gowanda 

T.  B.  Loughlin,  Clean 

John  McCartey,  Limestone 

S.  B.  McClure,  Allegany 

Wm.  E.  McDuffie,  Olean 

O.  S.  Martin,  Salamanca 

J.  E.  K.  Morris,  Olean 

William  H.  Mountain,  Olean 

H.  C.  Porter,  Ashford 

Charles  L.  Randall,  Franklinville 

J.  H.  Sackrider,  East  Randolph 

E.  M.  ShafFner,  Great  Valley 

Alfred  Smallman,  Ellicottville 

Ambrose  E.  Smith,  Olean 

Cassar  Smith,  Olean 

H.  McVicker  Smith,  Olean 

H.  D.  Snover,  Steamburgh 
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James  A.  Taggert,  Salamanca 
William  Teffi,  S.  Dayton 
0.  A.  Tompkins,  Randolph 
Eilward  Torrey,  Allegany 
W.  H.  Vincent,  Hinsdale 


H.  D.  Walker,  Frunklinville 
C.  M.  Walruth,  Ellicoltville 
G.  W.  WinLersline,  I'ortville 
E.  D.  Williams,  East  Otto 

Number  of  Members,  53. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  CAYUGA. 

Meetings.  Annual,  second  Thursday  in  May ;  semi-annual,  second 
Thursday  in  November.  Regular  meetings  the  second  Thursday  in  August 
and  February. 

Officers.     (List  not  revised.) 

B.  I.  C.  Buckland,  President.  R.  W.  Robinson,  Vice-President. 

Andrew  J.  Forman,  Secretary.  A.  W.  Gilmore,  Treasurer. 

Committee  on  Hygiene:  F.  Sefton,  S.  Voorhees,  M.  D.  Blaine. 

Delegates  to  State  Medical  Society  :  Frederick  Sefton,  B.  I.  C.  Buckland. 

Members. 
(When  no  town  is  mentioned  Auburn  is  to  be  understood.) 


Charles  Atwood,  Moravia 

D.  Armstrong,  8  Grover  st 
S.  E.  Austin,  6t  John  st 

O.  H.  Babbitt,  178  Genesee  st 
M.  O.  Bentley,  Weedsport 
F.  H.  Benedict,  Weeds'port 
C.  H.  Bennett,  126  Genesee  st 
M.  D.  Blaine,  16  William  st 
N.  D.  Blood,  5  Aurelius  ave 

E.  W.  Bogardus,  Poplar  Ridge 

A.  H.  Brown,  7  William  st 

B.  I.  C.  Buckland,  Fleming 
W.  S.  Cheesman,  22  William  st 
M.  P.  Conwav,  112  Genesee  st 
W.  T.  Cox,  Moravia 

J.  P.  Creveling,  22  South  st 
Robert  Hill  Dee,  Fair  Haven 

F.  A.  Dudley,  King  Ferry 

C.  A.  Fisher,  Victory 

A.  J.  Forman,  55  E.  Genesee  st 
E.  G.  Fuller,  Martville 
John  Gerin,  68  North  st 
Amelia  Gilmore,  28  South  st. 
J.  R.  B.  Glasgow,  132  Genesee  st 
Geo.  W.  Gray,  Port  Byron 
Geo.  W.  Green,  45  E.  Genesee  st 
A.  L.  Hall,  Fair  Haven 
Ledra  Heazlitt,  6  William  st 
W.  I.  Hoag,  Sherwood 
A.  F.  Hodgman,  4  William  st 
J.  P.  Horley,  Cato 


B.  K.  Hoxsie,  Jr.,  Sherwood 
Frank  Hoxie,  Union  Springs 
J.  M.  Jenkins,  162  Genesee  st 
Nettie  E.  Jenkins,  162  Genesee  st 

A.  C.  Knapp,  Locke 
Wm.  R.  Laird,  97  North  st 
Charles  L.  Lang,  Meridian 
Leroy  Lewis,  14  North  st 

B.  D.  Nellis,  Weedsport 

F.  E.  O'Brien,  114  Genesee  st 

B.  E.  Osborne,  38  Fulton  st 
Susan  G.  Otis,  65  Genesee  st 
F.  H.  Parker,  156  Genesee  st 
L.  G.  Price,  164  Genesee  st 
Frank  Putnam,  93  Wall  st 
R.  W.  Robinson,  30  Court  st 
Wm.  J.  Russell,  Aurora 
Frank  Ryan,  Moravia 
Frederick  Sefton,  137  South  st 
George  Slocum,  Genoa 

C.  M.  Stever,  Sennett 

A.  D.  Stewart,  Port  Byron 

A.  W.  Strohmenger,  Kelloggsville 

J.  D.  Tripp,  163  Genesee  st 

M.  B.  Van  Buskirk,  Aurora 

Sheldon  Voorhees,  88  North  st 

H.  O.  Wheeler,  King  Ferry 

J.  W.  Whitbeck,  Cayuga 

D.  A.  White,  Montezuma 

E.  G.  Woodruff,  29  William  st 
Number  of  Members,  61. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  CHAUTAUQUA. 

Meetings.— Annual,   second    Tuesday   in   July;    semi-annual,   second 
Tuesday  in  December. 
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Officers.     (July,  1901.) 

V.  M.  Griswold,  President.  E.  A.  Schofield,  Vice-President. 

J.  W.  Morris,  Secretary  and  Treasurer. 

Censors:  Geo.  E.  Blackham,        T.  D.  Strong,  Wm.  M.  Bemus. 

Delegates  to  State  Medical  Society  :  E.  S.  Rich,  0.  A.  Ellis. 

Members. 


Mary  Armstrong,  Jamestown 
Austin  Becker,  Jamestown 
N.  E.  Beardsley,  Dunkirk 
M.  N.  Bemus,  Jamestown 
W.  M.  Bemus,  Jamestown 
M.  N.  Benjamin,  Dunkirk 
A.  J.  Bennett,  Busti 
George  E.  Blackham,  Dunkirk 
R.  N.  Blanchard,  Jamestown 
A.  H.  Bowers,  Jamestown 
H.  J.  Boyd.  Ashville 
V.  D.  Bozovsky,  Dunkirk 
J.  M.  Brooks,  Jamestown 
M.  W.  Cowden,  Gerry 
H.  W.  Davis,  Falconer 
A.  E.  Dean,  Niagara  Falls 
H.  J.  Dean,  Brocton 
J.  J.  Drake,  Buffalo 
Wm.  Casper  Duke,  Ripley 
H.  A.  Eastman,  Jamestown 
C.  A.  Ellis,  Sherman 
G.  E.  Ellis,  Dunkirk 
R.  M.  Evarts,  Silver  Creek 
W.  J.  French,  Hamlet 
H.  H.  Glidden,  Panama 
Jane  L.  Greeley,  Jamestown 
L.  C.  Green,  Panama 
V.  M.  Griswold,  Westerly,  R.  I. 
W.  M.  Haynes,  Sherman 
Laban  Hazeltine,  Jamestown 
Edw.  R.  Hopkins,  Silver  Creek 
W.  W.  Hotchkiss,  Jamestown 
Frederick  C.  Hunt,  Jamestown 
H.  F.  Hunt,  De  Wittville 
E.  A.  Jones,  Jamestown 
J.  J.  Lenhart,  Bemus  Point 


A.  T.  Livingstone,  Jamestown 
E.  C.  Lyman,  Jamestown 
L.  P.  McCray,  Clymer 
J.  J.  Mahoney,  Jamestown 
G.  D.  Marsh,  Sherman 
MacDonald  Moore,  Fredonia 
J.  W.  Morris,  Jamestown 
W.  T.  Nash,  Irving 
Jason  Parker,  Jamestown 
W.  A.  Putnam,  Smith's  Mills 
E.  S.  Rich,  Kennedy 
C.  H.  Richards,  Dunkirk 
N.  G.  Richmond,  Fredonia 
R.  T.  Rolph,  Dunkirk 
H.  R.  Rodgers,  Dunkirk 
C.  A.  Rood,  Brocton 
E.  Rood,  Westfield 
Artemas  Ross,  Clymer 
E.  A.  Schofield,  Bemus  Point 
E.  M.  Schofield,  Jamestown 
J.  J.  Sharp,  Silver  Creek 
O.  C.  Shaw,  Cassadaga 
G.  E.  Smith,  Cherry  Creek 
J.  R.  Smith,  Conewango  Valley 
George  F.  Smith,  Sinclairsville 
W.  O.  Smith,  Falconer 
T.  E.  Soules,  Westfield 
C.  W.  Southworth,  Forestville 
L.  H.  Snow,  Jamestown 
T.  D.  Strong,  Westfield 
Walter  Stuart,  Westfield 

B.  S.  Sweetland,  Brocton 

C.  H.  Waterhouse,  Sherman 
W.  D.  Wellman,  Jamestown 
J.  H.  Wiggins,  Jamestown 
T.  C.  Wilson,  De  Wittville 

Number  of  Members,  72. 

Deceased:  Corydon  J.  Phillips,  Jamestown,  February  8,  1901,  set.  60. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  CHEMUNG. 

(Organized  May  6, 1836.) 

Meetings. — Annual,  third  Tuesday  in  May;  quarterly,  third  Tuesday  in 
August,  November,  and  February, 

Officers  {1901). 
A.  H.  Baker,  President.  O.  J.  Bowman,  Vice-President. 

Emma  C.  Le  Fevre,  Secretary.  G.  V.  R.  Merrill,  Treasurer. 
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Censors:  N.  H.  Soble,       Jessie  L.  Herrick,       Arthur  W.  Booth, 
C.  W.  M.  Brown,  C.  G.  K.  Jennings. 

Delegates  to  State  Medical  Society  :  A.  H.  Baker,       Arthur  \V.  Booth, 
La  Rue  Colegrove,  J.  W.  Gee,  Anna  M.  Stuart. 

Members. 

(When  no  town  is  mentioned  Elmira  is  to  be  understood.) 

F.  C.  Annabel,  127  E.  Hudson  st  Jessie  L.  Herrick,  408  Union  place 

A.  H.  Baker,  313  Baldwin  st  Elizabeth  M.  Hooper,  467  W.  2d  st 

Arthur  W.  Booth,  105  N.  Main  st  Jonas  Jacobs,  251  Baldwin  st 

O.  J.  Bowman,  Horseheads  O.  A.  Jakway,  Breesport 

F.  W.  Brockway,  Erin  C.  G.  R.  Jennings,  304  E.  Church  st 

C.  W.  M.  Brown,  311  Baldwin  st  Emma  C.  Le  Fevre,  557  E.  Church  st 

R.  P.  Bush,  Horseheads  Dennis  Lucey,  Elmira  Reformatory 

Walter  C.  Byrne,  257  Baldwin  st  G.  V.  R.  Merrill,  458  Spaulding  st 

C.  S.  Carey/212  Lake  st  N.  S.  Messenger,  558  E.  Church  st 

Geo.  M.  Case,  122  N.  Main  st  J.  C.  O'Brien,  504  Penn.  ave 

R.  R.  Chilson,  610  W.  Church  st  E.  A.  Reilly,  518  Lake  st 

La  Rue  Colegrove,  Wellsburg  Delphine  Smith,  454  E.  Church  st 

W.  E.  Colegrove,  Horseheads  G.  D.  Smith,  54  S.  Main  st 

T.  A.  Dundas,  358  Main  st  N.  H.  Soble,  460  E.  Church  st 

John  C.  Fisher,  Gleason  Sanitarium  C.  L.  Squire,  406  E.  Church  st 

W.  H.  Fisher,  410  S.  Main  st  Anna  M.  Stuart,  418  William  st 

Frank  H.  Flood,  124  Main  st  Sherman  Voorhees,  414  Main  st 

Henry  Flood,  403  Lake  st  E.  H.  Wakelee,  Big  Flats 

H.  H.  Ford,  Main  and  2d  st  T.  A.  Wales,  403  William  st 

H.  W.  Fudge,  353  S.  Main  st  A.  J.  Westlake,  Breesport 

J.  W.  Gee,  Van  Etten  J.  A.  Westlake,  Breesport 

F.  B.  Green,  921  Lake  st  H.  D.  Wey,  359  Main  st 

C.  N.  Hammond,  Elmira  Heights  F.  E.  Woodhouse,  315  Baldwin  st 

Number  of  Members,  46. 

Deceased:   D.  H.  Reardon,  Elmira,  February  7,  1901. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  CHENANGO. 

(Organized  in  1806.) 

Meetings. —Annual,  second  Tuesday  in  January;  semi-annual,  second 
Tuesday  in  June. 

Officers.     (January,  1901.) 

Reuben  Jeffery,  President.  L.  A.  Van  Wagner,  Vice-President. 

Linn  Emerson,  Secretary.  S.  M.  Hand,  Treasurer. 

Censors:  Drs.  Packer,  Gleason,  and  Hand. 

Delegates  to  State  Medical  Society :  Vincent  Burgess,   Robert  H.  Phelps. 

Members. 

L.  C.  Andrews,  Pilcher  W.  L.  Dodge,  Coventry 

Louis  P.  Blair,  McDonough  George  Douglas,  Oxford 

Vincent  Burgess,  Brisbin  James  B.  Drake,  Norwich 

De  Witt  C.  Crumb,  South  Otselic  H.  T.  Elliot,  Greene 

L.  E.  Dixon,  S.  New  Berlin  Linn  Emerson,  Oxford 
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E.  L.  Ensign,  Earlville,  Madison  Co. 
E.  D.  L.  Evans,  Bainbridge 
T.  B.  Fernald,  Norwich 
H.  S.  Gardiner,  Hamilton 
E.  L,  Gaus,  Oxford 

D.  A.  Gleason,  Oxford 
O.  A.  Gorton,  Sherburne 
T.  J.  Greene,  Oxford 

J.  D.  Guy,  Chenango  Forks 
S.  M.  Hand,  Norwich 
Blinn  A.  Harris,  Norwich 
P.  A.  Hayes,  Afton 
J.  V.  Jacobs,  Bainbridge 
Eeuben  Jeffrey,  Norwich 
George  D.  Johnson,  Oxford 
L.  M.  Johnson,  Greene 
J.  V.  Lewis,  North  Norwich 
H.  C.  Lyman,  Sherburne 

E.  N.  Morgan,  S.  New  Berlin 
J.  B.  Noyes,  New  Berlin 


B.  J.  Ormsby,  Norwich 
Thurston  G.  Packer,  Smyrna 
Charles  B.  Palmatier,  Plymouth 
L.  B.  Palmiter,  Mt.  Upton 
A.  T.  Perkins,  South  Otselic 

E.  H.  Phelps,  Norwich 
H.  E.Smith,  Norwich 

M.  E.  Smith,  South  Edmeston 
M.  E.  Smith,  Greene 
M.  Spencer,  Guilford 

F.  O.  Spooner,  Sherburne 
E.  A.  Thompson,  Norwich 
J.  W.  Thorp,  Oxford 

L.  A.  Van  Wagner,  Sherburne 
L.  C.  Van  Wagner,  New  Berlin 

G.  S.  Weaver,  McDonouarh 

H.JH.  White,  Earlville,  Madison  Co. 

Earl  W.  Wilcox,  Norwich 

G.  O.  Williams,  Greene 

H.  G.  Wilse,  South  Edmeston 

Number  of  Members,  49. 


Deceased:  Leroy  J.  Brooks,  Oxford,  December  11,  1900,  set.  50. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  CLINTON. 

(Organized  October  6, 1807.) 

Meetings. — Annual,  second  Tuesday  in  January  ;  semi-annual,  second 
Tuesday  in  July. 

Officers.     (January,  1901.) 


T.  A.  Eogers,  President. 
D.  S.  Kellogg,  Secretary. 


H.  E.  Centre,  Vice-President. 
F.  Madden,  Treasurer. 


Delegate  to  State  Medical  Society :  M.  D.  Briggs. 


Members. 


C.  W.  Arthur,  Plattsburgh 
Ethan  A.  Barnes,  Plattsburgh 
M.  D.  Briggs,  Champlain 

W.  S.  Buck,  Plattsburgh 
H.  E.  Centre,  Schuyler  Falls 
W.  E.  Clough,  West  Chazy 
De  Witt  C.  Dare,  Cadyville 
L.  C.  Dodge,  Eouse's  Point 
A.  W.  Fairbank,  Chazy 
J.  M.  Hackett,  Champlain 
Charles  S.  Haynes,  Eedford 
Samuel  Haynes,  Saranac 
O.  A.  Holcomb,  Plattsburgh 
W.  S.  Honsinger,  West  Chazy 
E.  S.  Howe,  Ausable  Forks 

E.  E.  Hyde,  Beekmautown 

D.  S.  Kellogg,  Plattsburgh 

F.  D.  Kinsley,  Peru 

Elmer  E.  Larkin,  Plattsburgh 


A.  M.  Larkin,  Standish 

G.  E.  Letourneau,  Eouse's  Point 

J.  H.  LaEocque,  Plattsburgh 

E.  M.  Lyon,  Plattsburgh 

J.  G.  McKinney,  Plattsburgh 

Frank  Madden,  Plattsburgh 

S.  Mitchell,  Jr.,  Saranac 

E.  W.  Morehouse,  Peru 

Sanford  H.  Newton,  Eouse's  Point 

J.  B.  Eansom,  Dannemora 

H.  H.  Eeynolds,  Ellenburgh  Depot 

John  J.  Eobinson,  Saranac 

T.  Avery  Eogers,  Plattsburgh 

Clarkson  C.  Schuyler,  Plattsburgh 

Cassius  D.  Silver,  Plattsburgh 

W.  U.  Taylor,  Mooers 

W.  C.  Thompson,  Plattsburgh 

C.  B.  Vaughan,  Morrisonville 

D.  B.  Woodward,  Ellenburgh 

Number  of  Members,  38. 


COLUMBIA — CORTLAND. 
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MEDICAL  SOCIETY  OF  THE  COUNTY  OF  COLUMBIA. 

Meetings. — Annual,  first  Tuesday  in  May,  at  City  Hall,  Hudson  ;  semi- 
annual, first  Tuesday  in  October  at  Kinderhook. 

Officers.     (May,  1901.) 

George  E.  Swift,  President.  C.  G.  Rossman,  Vice-President. 

T.  Floyd  Wood  worth.  Secretary  and  Treasurer. 

Censors:  E.  E.  Martin,         G.  P.  K.  Pomeroy,  N.  D.  Garnsey, 

Emmett  Niver,  H.  W.  Johnson. 

Delegates  to  the  State  Medical  Society  :  C.  G.  Rossman,  Emmett  Niver, 
N.  D.  Garnsey,        Martin  M.  Kittell,        Henry  W.  Johnson. 


Members. 


J.  H.  Allen,  Churchtown 
Milford  L.  Bates,  Canaan  4  Corners 
Robert  W.  Bell,  Jr.,  Livingston 
O.  Howard  Bradley,  Hudson 
T.  J.  Clellaud,  Lebanon 

F.  D.  Clum,  Cheviot 
J.  E.  Cochran,  Valatie 
J.  R.  Conklin,  Philmont 
H.  W.  Cordes,  Copake 
Henry  Cornell,  Hillsdale 

Z.  T.  Dummeally,  Philmont 
Crawford  E.  Fritts,  Hudson 
John  J.  Glover,  Stuyvesant  Falls 
N.  D.  Garnsey,  Kinderhook 

G.  W.  E.  Goodell,  East  Chatham 
Jacob  Horton,  Livingston 

H.  W.  Johnson,  Hudson 
J.  W.  King,  Stottville 
Martin  M.  Kittell,  Kinderhook 
F.  T.  Kunker,  North  Chatham 
Jordan  W.  Lockwood,  Philmont 
E.  E.  Martin,  Stottville 
Nelson  E.  Mesick,  Glenco  Mills 
R.  H.  Morey,  Old  Chatham 


Emmett  Niver,  Hillsdale 
Elwood  Oliver,  Ancram 
Wm.  B.  Platner,  Germantown 
George  P.  K.  Pomeroy,  Stuyvesant 
J.  F.  Rooney,  Valatie 
C.  G.  Rossman,  Hudson 
George  W.  Rossman,  Ancram 
H.  Lyle  Smith,  Hudson 
Wm.  0.  Smith,  Germantown 
W.  S.  Starks,  Chatham 
Wm.  D.  Swain,  Copake 
G.  E.  Swift,  Hudson 
G.  W.  Timmers,  Livingston 
A.  R.  Van  Dusen,  Claverack 
Sherman  Van  Ness,  Chatham  Centre 
George  W.  Vedder,  Philmont 
Joseph  Vigeant,  Elizaville 
I.  C.  Washburne,  Chatham 
H.  G.  Westlake,  Hillsdale 
John  T.  Wheeler,  Chatham 
Thomas  Wilson,  Hudson 
Richard  A.  Woodruff,  Philmont 
T.  F.  Woodworth,  Kinderhook 
Number  of  Members,  47 


Deceased :  P.  W.  Shufelt,  East  Taghkanic,  December  31,  1900,  ait.  74. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  CORTLAND. 

(Organized  August  10, 1808.) 

Meetings. — Annual,  second  Thursday  in  Jane ;  semi-annual,  second 
Thursday  in  December;  quarterly,  second  Thursdays  in  September  and 
March. 

Officers.     (1901.) 

Francis  W.  Higgins,  President.  E.  A.  Didiima,  Vice-President. 

Frank  H.  Green,  Secretanj,  Treasurer,  and  Librarian. 

Censors  :  H.  T.  Dana,  J.  W.  Whitney,  H.  C.  Hendrick, 

F.  W.  Higgins,  F.  D.  Reese. 

Delegates  to  State  Medical  Society :  F.  D.  Reese,       Benjamin  Kinyon, 

E.  A.  Didama,  M.  R.  Smith,  H.  C.  Kendrick. 

Med  NY  29 
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Members. 


Lucius  C.  Andrews,  Pitcher 
I.  A.  Beach,  Cortland 
Charles  E.  Bennett.  Cortland 
Paul  T.  Carpenter,  Cortland 
H.  S.  Braman,  Homer 
Henry  T,  Dana,  Cortland 

E.  A.Didama,  Cortland 
T.  M.  Emory,  Virgil 

F.  H.  Forshee,  McGrawville 
Frank  H.  Green,  Homer 

M.  L.  Halbert,  Cincinnatus 
H.  C.  Hendrick,  McGrawville 
Francis  W.  Higgins,  Cortland 
Benj.  Kinyon,  Cincinnatus 


J.  E.  Leonard,  Harford  Mills 
A.  M.  Loope,  Homer 
Edward  M.  McBirney,  Willett 
Philip  M.  Neary,  Cortland 
A.  L.  Powers,  Blodgett  Mills 
Frank  D.  Reese,  Cortland 
M.  R.  Smith,  McGrawville 
R.  L.  Smith,  Marathon 
S.  J.  Sornberger,  Cortland 
H.  I.  Van  Hoesen,  Truxton 
Charles  D.  Vernooy,  Cortland 
Sumner  C.  Webb,  Homer 
J.  W.  Whitney,  Homer 

Number  of  Members,  27 


Deceased ;  Homer  O.  Jewett,  January  30,  1901,  set.  81. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  DELAWARE. 

(Organized  July  1, 1806.) 
Meetings. — Annual,  second  Tuesday  in  June;  semi-annual,  in  the  Fall. 


Officers.     (1901.) 


Gilbert  T.  Scott,  President. 
Stanton  Hendrick,  Secretary. 


E.  B.  Lake,  Vice-President. 
George  H.  Reynolds,  Treasurer 


Censors:  Thomas  Wight,  G.  C.  Smith,  H.  A.  Gates,  J.  N.  Wright. 
Delegate  to  State  Medical  Society  :  Henry  A.  Gates. 

Members. 


Charles  S.  AUaben,  Margaretviile 
Howard  Bell,  Delhi 
George  H.  Brinkman,  Sidney 
Robert  Brittain,  Downsville 
S.  S.  Cartwright,  Roxbury 
S.  E.  Churchill,  Stamford 
Thomas  L.  Craig,  Davenport 
William  J.  Cranston,  Trout  Creek 
Gilbert  J.  Dickson,  Bovina 
Andrew  R.  Ellis,  Roxbury 
E.  W.  Gallup,  Stamford 
Henry  A.  Gates,  Delhi 
J.  A.  Gladstone,  Andes 
W.  D.  Heimer,  Hamden 
Stanton  Hendrick,  Treadwell 
C.  J.  Hillis,  Griffin's  Corners 


James  A.  Holley,  Walton 
Austin  D.  Johnson,  East  Branch 
E.  B,  Lake,  Merridale 
E.  D.  McKenna,  Walton 
J.  S.  McNaught,  Hobart 
W.  A.  Minor,  Bloomville 
William  B.  Morrow,  Walton 
William  Ormiston,  Delhi 
George  H.  Reynolds,  Delhi 
Gilbert  T.  Scott,  Davenport 
George  C.  Smith,  Delhi 
William  G.  Smith,  Walton 
S.  J.  White,  Franklin 
Thomas  Wight,  Andes 
J.  N.  Wright,  Grand  Gorge 

Number  of  Members,  31. 


Deceased :  Leman  Phinney,  Bovina. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  DUTCHESS. 

(Organized  in  1806.) 

Meetings. — Annual,  second  Wednesday  in  January,  at  Poughkeepsie; 
semi-annual,  second  Wednesday  in  June. 


DUTCHESS — ERIE. 
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Officers.     (January,  1901.) 


Guy  C.  Bayley,  President. 
Robert  W.  Andrews,  Secretary. 

Censors  :  Alfred  Hasbrouck, 


J.  E.  Sadlier,  Vice-President. 
D.  B.  Ward,  Treasurer. 


Robert  K.  Tuthill, 


E.  H.  Gerow. 


Delegates  to  State  Medical  Society  :    J.  H.  Doughtv,  C.  W.  Pilgrim, 

L.  C.  Wood.  I.  G.  Harris,  'T.  E.  Bamford, 

Isaac  M.  Cornell,  E.  M.  Burns. 


Members. 


John  H.  Acheson,  State   Hospital, 

Poughkeepsie 
W.  S.  Ackert,  Poughkeepsie 
H.  E.  Allison,  Mattewan 
Robert  W.  Andrews,  Poughkeepsie 

B.  N.  Baker,  Rhiuebeck 

Thomas  E.  Bamford,  State  Hospital, 

Poughkeepsie 
Edwin  Barnes,  Pleasant  Plains 
H.  Weston  Barnum,  Poughkeepsie 
T.  J.  Barton,  Red  Hook 
Guy  C.  Bayley,  Poughkeepsie 
Nelson  Borst,  Poughkeepsie 
J.  N.  Boyce,  Poughkeepsie 
E.  M.  Burns,  Poughkeepsie 
John  A.  Card,  Poughkeepsie 
J.  Stuart  Chaffee,  Amenia 
W.  J.  Conklin,  Fishkill 
Isaac  M.  Cornell,  Wappinger's  Falls 
J.    E.    Courtney,     State     Hospital, 

Poughkeepsie 
James  Cronk,  Hyde  Park 
Thos.  K.  Cruse,  Wappinger's  Falls 
John  H,  Cotter,  Poughkeepsie 
John  H.  Cotter,  Pine  Plains 
W.  G.  Dobson,  Poughkeepsie 
J.  H.  Doughtv,  Matteawan 
John    G.    Elliott,    State    Hospital 

Poughkeepsie 
Elizabeth  H.  Gerow,  Poughkeepsie 
I.  G.  Harris,  State  Hospital,  Pough- 
keepsie 
Alfred  Hasbrouck,  Poughkeepsie 
George  Huntington,  La  Graugeville 

C.  W.  Ivie,  Hyde  Park 

M.  Julien,  Pleasant  Valley 
Grace  N.  Kimball,  Poughkeepsie 
T.  B.  Kinkead,  Poughkeepsie 


D.  A.  Knapp,  North  Clove 
Charles  H.  Langdon,  Poughkeepsie 
I.  D.  Leroy,  Pleasant  Valley 
D.  H.  MacKenzie,  Mabbettsville 
Frederick  J.  Mann,  Poughkeepsie 
Charles   H.   McCambridge,   Pough- 

S.  F.  Melien,  State  Hospital,  Pough- 
keepsie 

Raymond  T.  Metcalf,  State  Hospi- 
tal, Poughkeepsie 

J.  E.  Moith,  Fishkill 

C.  W.  Pilgrim,  State  Hospital, 
Poughkeepsie 

J.  0.  Pingry,  Mill  Brook 

J.  W.  Poucher,  Poughkeepsie 

Horace  R.  Powell,  Poughkeepsie 

Churchill  A.  Pritchard,  Tivoli 

M.  T.  Pultz,  Stanfordville 

Emma     Putnam,     State    Hospital, 

Poughkeepsie 
Selwyn  A.  Russell,  Poughkeepsie 
J.  E  Sadlier,  Poughkeepsie 

D.  W.  Sheedv,  Poughkeepsie 
R.  K.  Tuthiir,  Poughkeepsie 

G.  A.  Van  Wagner,  Wappinger's  Falls 
D.  B.  Van  Wvck,  Manchester  Bridge 
Louis    T.  Waldo,    State    Hospital. 

Poughkeepsie 
D.  B.  Ward,  Poughkeepsie 
W.  S.  Watson,  Matteawan 
G.  M.  Wellman,  Dover  Plains 
Henry  D.White,  Hopewell  Junction 
Howell  White,  Fishkill 
H.  C.  Wilbur,  Pine  Plains 
George  H.  Williams,  Fishkill 
J.  S.  Wilson,  Poughkeepsie 
L.  C.  Wood,  Poughkeepsie 

Number  of  Members,  Qb. 


Deceased:  John  E.  Losee,  Upper  Red  Hook.  December  22,  1900,  set.  75. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  ERIE. 

Meetings. — Annual,  second  Tuesday  in  January;  semi-annual,  second 
Tuesday  in  June. 
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COUNTY    MEDICAL    SOCIETIES, 


Wm.  C.  Phelps,  President. 
Franklin  C.  Gram,  Secretary 


leers.     (1901.) 

Walden  M.  Ward,  Vice-President, 
Edward  Clark,  Treasurer. 


Wm.  C.  Callanan,  Librarian. 


Censors  :  J.  B.  Coakley, 
H.  R.  Hopkins, 


Henry  Lapp,  F.  E.  Fronczak, 

Irving  W.  Potter. 


Delegates  to  State  Medical  Society  :  J.  G.  Thompson,    J.  D.  McPhersoD, 
W.  D.  Greene,  H.  D.  Ingrahara,  I.  M.  Snow, 

W.  G.  Bissell,  A.  L.  Benedict,  N.  W.  Wilson. 

Members. 
(Where  no  town  ismentioned  Buffalo  is  to  be  understood.) 


George  Abbott,  Hamburg 
Arthur  B.  Allen,  413  E.  Utica 
Thomas  G.  Allen,  419  Elk  st 
Chas.  H.  W.  Auel,  277  High  st 
Stanley  C.  Babcock,  2319  Main  st 
John  E.  Bacon,  79  Niagara  sq 
Lucius  L.  Ball,  190  Dearborn  st 
Edward  H.  Ballou,  Gardenville 
Rollin  L.  Banta,  358  S.  Division  st 
Edwin  R.  Barnes,  1258  West  av 
William  C.  Barrett,  208  Franklin  st 
T.  L.  Barry,  Willink 
Bernard  Bartow,  481  Delaware  av 
A.  W.  Bayiiss,  592  Spring  st 
A.  L.  Benedict,  174  Franklin  st 
A.  G.  Bennett,  90  W.  Chippewa  st 
Henry  G.  Bentz,  894  Michigan  st 
W.  D.  Bidaman,  335  Connecticut  st 
Henry  H.  Bingham,  2485  Main  st 
Elias  S.  Bissell,  2793  Main  st 
Wm.  G.  Bissell,  143  Elmwood  av 
Loren  F.  Bois,  286  Norwood  av 
John  D.  Bonner,  144  Jewett  av 
C.  R.  Borzilleri,  22  Morgan 
Bentley  S.  Bourne,  Hamburg 
Charles  W.  Bourne,  Hamburg 
Carlos  F.  Bowman,  Alden 
Clara  E.  Bowen,  1223  Lovejoy  st 
F.  E.  L.  Brecht,  361  William  st 
Albert  H.  Briggs.  267  Hudson  st 
F.  E.  L.  Brecht,  361  William  st 
Albert  H.  Brigg.s,  267  Hudson  st 
Elmer  E.  Briggs,  879  Clinton  st 
Mark  N.  Brooks,  Springville 
George  L.  Brown,  173  Niagara  st 
Ira  C.  Brown,  411  14th  st 
H.  B.  Brownell,  1430  Main  st 
Frank  A.  Burghardt.  632  Elm  st 
L.  Burrows,  388  Franklin  st 
Henry  C.  Buswell,  868  Main  st 
Wm.  C.  Callanan,  190  Front  av 
T.  B.  Carpenter,  142  N.  Pearl 
Evangeline  Carroll,  285  Ashland  av 
Jane  W.  Carroll,  285  Ashland  av 


Henry  T.  Carter,  210  Hoyt  st 
Charles  Cary,  340  Delaware  av 
Wm.  H.  Chace,  266  Connecticut  st 
John  S,  Champlain,  1872  Niagara  st 
N.  V.  Chappell,  418  Breckenridge  st 
J.  W.  Charters,  569  Walden  av 
Edward  Clark,  845  EUicott  sq 
Mary  Clayton,  44  Elmwood  av 
Chas.  A.  Clements,  312  Sycamore  st 
J.  C.  Clemesha,  329  Franklin  st 
Wm.  P.  Clothier,  1126  Main  st 
John  B.  Coakley,  339  Delaware  av 
Bernard  Cohn,  540  Niagara  st 
A.  E.  Collins,  248  Dearborn  st 
A.  J.  Colton,  27  E.  Ferry  st 
Chas.  E.  Congdon,  1034  Jefferson  st 

D.  J.  Constantine,  528  West  av 
George  F.  Cott,  531  Mooney  Bldg 
Floyd  S.  Crego,  469  Delaware  av 
Montgomery  A.  Crockett,  452  Frank- 
lin st 

C.  Julia  Cummings,  560  Auburn  av 
Byron  H.  Daggett,  EUicott  sq 
John  Dambach,  417  Michigan  st 
Clayton  M.  Daniels,  315  Jersey  st 
John  H.  Daniels,  184  Genesee  st 
W.  J.  Deane,  134  E.  Ferry  st 
L.  A.  Denton,  445  Franklin  st 
Mary  J.  Denton,  445  Franklin  st 
Alfred  E.  Diehl,  361  Pearl  st 
Conrad  Diehl,  32  W.  Genesee  st 

E.  M.  Dooley,  406  Louisiana  st 
L.  Bradley  Dorr,  300  JelTerson  st 
Wm.  Dowlmen,  536  Swan  st 
Daniel  P.  Doyle,  217  Franklin  st 
S.  A.  Dunham,  72  W.  Chippewa  st 
Thomas  F.  Dwyer,  89  West  av 
Fred'k  H.  Ehinger,  Ebenezer 
David  C.  Eisbeiu,  399  Broadway 
Chalers  P.  Filer,  1440  Jefferson  st 
Henry  S.  Ellwood,  9  W.  Mohawk  st 
Alfred  F.  Erb,  Clarence,  N.  Y. 
Clark  E.  Ernest,  282  W.  Ferry  st 

J.  Glen  Ernest,  386  Walden  av 
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E.  N.  Ewell,  Lancaster,  N.  Y. 
George  E.  Fell,  72  Niagara  st 

F.  H.  Field,  Depew 

John  J.  Finnertv,  429  Franklin  st 
C.  G.  Fisher,  159  Laurel  st 
John  D.  Flager,  125  E.  Eagle  at 
Edgar  A.  Forsyth,  369  West  av 
Joseph  Fowler,  141  Delaware  av 
C.  C.  Frederick,  64  Richmond  av 
Jane  N.  Frear,  28  Orton  Place 
F.  E.  Fronczak,  508  Fillmore  av 
Edward  L.  Frost,  489  Plymouth  av 
William  C.  Fritz,  164  E." North  st 
Maud  J.  Frve,  224  Allen  st 
Wm.  H.  Gail,  East  Aurora 

E.  J.  Gilray,  Erie  County  Hospital 
Frank  M.  Gipple,  Bowmansville 

S.  Goldberg,  584  N.  Division  st 
Franklin  C.  Gram,  460  Glenwood  av 
John  H.  Grant,  176  Virginia 
H.  J.  Grant,  302  Bouck  av 
John  R.  Gray,  224  Front  av 
Stephen  S.  Greene,  328  Niagara  st 
De  Witt  C.  Greene,  1125  Main  st 
Walter  D.  Greene,  385  Jersey  av 
Willis  G.  Gregory,  530  Main'st 
J.  W.  Grosvenor,  118  Plymouth  av 
Benjamin  H.  Grove,  334  Pearl  st 
R.  K.  Grove,  334  Pearl  st 
Adelbert  G.  Guamaer,  802  Bailey  av 
Roberts.  Hambleton,  Kenmore 
Lawrence  G.  Hanley,  696  Seneca  st 
Robert  Hebenstreit,  430  Broadway 
Devillo  W.  Harrington.  1430  Main  st 
John  T.  Harris,  Tonawanda 
Marcell  Hartwig.  884  Main  st 
John  Hauen«tein,  309  Elmwood  av 
Herman  E.  Hayd,  493  Delaware  av 
Frederick  W.  Hayes,  91  Broadway 
Geo.  J.  Hearne,  191  Auburn  av 

F.  E.  Hill,  532  Swan  st 

G.J.  Himmelsbach.  137  W.Tupperst 
Felix  Hintz,  1037  Ellicott 
F.Whitehall  Hinkel,305  Delaware  av 
John  A.  Hoffmeyer,  150  East  st 
Henry  R.  Hopkins,  433  Franklin  st 
Patrick  H.  Hourigan,  739  Seneca  st 
Charles  F.  Howard,  1415  Main  st 
Lucien  Howe,  183  Delaware  av 
Stephen  Y.  Howell,  164  Franklin  st 
Burt  P.  Hoyer,  216  N.  Division  st 
F.  F.  Hover.  Tonawanda 
Alvi  A.  Hubbell,  212  Franklin  st 
Howard  L.  Hunt,  Orchard  Park 
Mary  M.  Huntley,  369  Hudson  st 
Arthur  W.  Hurd',  State  Hospital 
Henry  D.  Ingraham,  405  Franklin  st 
Geo.  N.  Jack,  Depew 
Wm.  H.  Jackson,  Springville 


C.  R.  Jennings,  Aid  en 
Wm.  E.  Jennings,  Boston 
Carlton  R.  Jewett,  1299  Main  st 
Charles  S.  Jewett,  892  Main  st 

B.  C.  Johnson.  1404  Main  st 
Thomas  M.  Johnson,  161  E.  Ferry  st 
Ray  H.  Johnson,  180  N.  Division  st 
Wm.  C.  Jolls,  Orchard  Park 
Allen  A.  Jones,  436  Franklin  st 
Andrew  Karaerling,  171  Bryant  at 
Catharine  E.  Kelley,  45  Cleveland  av 
Hiram  A.  Kendall,  786  Elmwood  av 
John  Ketchum,  302  Hampshire  st 

E.  J.  Kiepe,  618  Main  st 
A.  B.  Knisley  356  Swan  st 
Edward  E.  Koehler,  733  Broadway 
Jacob  M.  Krausa,  891  Michigan  st 
Wm.  C.  Krauss,  371  Delaware  av 
Lewis  Krombein,  246  Elm  st 
Julius  F.  Krug,  870  Broadway 
Helena  Kuhlman,  State  Hospital 
Henry  Lapp,  Clarence 

Henry  R.  Lapp,  Clarence 
Cora  B.  Lattin,  156  Humboldt 
Henry  W.  Lattin,  156  Humboldt 
Prescott  Le  Breton,  122  N.  Pearl  st 
H.  C.  Leonhardt,  Tonawanda 
Clarence  B.  LeVan,  1298  Jefferson  st 
W.  R.  Little,  76  S.  Division  st 
Benjamin  G.  Long,  520  Elmwood  av 
Eli  H.  Long.  1335  Main  st 

C.  E.  Long,  192  Richmond  av 

R.  H.  Lonsbury,  735  Eiivwood  av 
Benj.  L.  Lothrop,  81  Breckenridgest 
Earl  P.  Lothrop,  153  Delaware  av 
Thomas  Lothrop,  153  Delaware  av 
Emil  Lustig,  664  William  st 
U.  C.  Lynde,  241  Swan  st 
A.  T.  Lvtle.  260  Lexington  av 
Albert  H.  McBeth,  35  W.  Eagle  st 
J.  J.  McCullough,  Ellicott  sq 
Wm.  A.  McFarlane.  Springville 
J.  W.  Maguire,  1633  Jefferson  st 
George  W.  McPherson,  Lancaster 
John  D.  McPherson,  Akron 
Matthew  D.  Mann,  37  Allen  st 
Marion  Marsh,  152  Woodlawn 
Andrew  J.  Martin,  Clarence 
H.  G.  A.  Matzinger,  519  Franklin  st 
Wm.  B.  May,  658  Clinton  st 
H.  Mead,  758  Elmwood  av 
John  G.  Meidenbauer,  291  Maple  st 

F.  T.  Metcalf,  329  Franklin  st 
William  Meisburger,  355  Genesee 
Reuben  S.  Mvers,  Clarence  Centre 
E.  J.  Meyer, '1312  Main  st 
Herbert  Mickle,  526  Delaware  av 
John  Middleton,  233  Massachusetts  st 
Jacob  Miller,  1115  Genesee  st 
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John  G.  Miller,  Lancaster 
F.  H.  Milliner,  5  N.  Pearl 
Jas.  J.  Mooney,  393  Seventh  st 
David  A.  Morrison,  509  Virginia  st 
Henry  J.  Mulford,  466  Franklin  st 
Katherine  Munhall,  378  Auburn  av 
Henry  B.  Murray,  Tonawanda 
Herman  Myuter,  56Q  Delaware  av 
Jas.  W.  Nash,  422  Elk 
E.  C.  W.  O'Brien,  1195  Main 
Francis  M.  O'Gorman,  1298  Jefferson 
A.  T.  O'Hara,  770  E.  Ferry  st 
Wm,  J.  Pack  wood,  1280  Michigan  av 
Roswell  Park,  510  Delaware  av 
L.  P.  L,  Parker,  Akron 
John  Parmenter,  372  Franklin  st 
R.  L.  Patterson,  537  Franklin  st 
George  W.  Pattison,  22  Chippewa  st 
John  A.  Pettit,  519  Swan  st 
Edward  N.  Pfohl,  539  Main  st 
Wm.  C.  Phelps,  146  Allen  st 
Gustav  A.  Pohl,  96  Lemon  st 
Julius  Pohlman,  382  Franklin  st 
Luke  E.  Pooaerov,  187  Masten  st 
James  S.  Porter,"  289  Cedar  at 
Irving  W.  Potter,  806  Fillmore  av 
Julius  H.  Potter,  177  Dearborn  st 
Samuel  Potter,  Lancaster 
Wm.  W.  Potter,  284  Franklin  st 
Fred.  H.  Powell,  179  Franklin  st 
Frederick  Preiss,  160  Franklin  st 
William  Preiss,  160  Franklin  st 
John  H.  Pryor,  56  Allen  st 
James  W.  Putnam,  525  Delaware  av 
Lillian  C.  Randall,  217  Franklin  st 
H.  M.  Reiahardt,  857  Jefferson  st 
W.  Scott  Renner,  361  Pearl  st 
Charles  J.  Reynolds,  322  Fox  st 
Francis  M.  Rich,  284  Richmond  av 
Charles  A.  Ring,  364  Niagara  st 
William  G.  Ring,  364  Niagara  st 
DeLancey  Rochester,  469  Franklin  st 
Benjamin  F.  Rogers,  221  Franklin  st 
Reuben  M.  Root,  537  William  st 
R.  R.  Ross,  Buffalo  General  Hospital 
E.  J.  Rulison,  37  Elm  wood  av 
Clinton  A.  Sage,  224  W.  Ferry  st 
Louis  Schade,  244  Goodell  at 

C.  A.  Schladermundt,  510  William  st 
Ludwig  Schroeter,  529  Fillmore  av 
Macy  B.  Searls,  East  Aurora 

D.  E.  Shelden,  433  Breckenridge  st 
Hewitt  H.  Sherman,  666  Main  st 

C.  S.  Siegfried,  378  Franklin  st 
Duncan  Sinclair,  Tonawanda 
Wm.  H.  Slacer,  49  Niagara  st 
C.  M.  Smith,  494  Massachusetts  st 


Chauncev  P.  Smith,  90  N.  Pearl  st 
Eugene  A.  Smith,  771  Ellicott  st 
Edward  T.  Smith,  189  14th  at 
James  S.  Smith,  66  High  st 
Louis  G.  Smith,  300  Elk  st 
Irving  M.  Snow,  476  Franklin  st 
Frederick  H.  Stanbro,  Springville 
Loren  H.  Staples,  121  E.  Ferry  st 
Elmer  Starr,  523  Delaware  av 
Charles  G.  Stockton,  436  Franklin  st 
James  Stoddard,  162  14th  st 
Eugene  E.  Storck,  510  William  st 
Bravton  N.  Strong,  Boston 
O.  C.  Strong,  Coldon 
Ransford  C.  Tabor,  Tonawanda 
Fridolin  Thoma,  1072  Lovejoy  st 
John  C.  Thompson,  55  Amherst  st 
Justin  G.  Thonnpson,  Angola 
Wm.  H.  Thornton,  570  Niagara  st 
Emil  S.  Tobie,  41  E.  Mohawk  st 
H.  S.  Townsend,  1177  Seneca  st 
G.  R.  Trowbridge,  1331  Main  st 
Hiram  P.  Trull,  Williamsville 

E.  H.  Tweedv,  394  Vermont  st 
John  J.  Twohey,  301  Masten  st 
C.  A.  Tyler,  Alden 

Julius  Ullman,  400  Franklin  st 

F.  p.  Vandenbergh,  32  Lewis  Block 
P.  W.  Van  Pevma,  445  William  st 
W.  Van  Peyma,  1294  Fillmore  st 
Charles  A.  Wall,  306  Hudson  st 
John  J.  Walsh,  544  Ellicott  st 
Walden  M.  Ward,  North  Collins 

F.  L.  Watkins,  13  Williams  st 
A.  L.  Weil,  291  Maple  st 
Chris.  A.  Weinbach,  1773  Genesee  st 
Ernest  Wende,  471  Delaware  av 
Geo.  W.  Wende,  471  Delaware  av 
Julius  Wenz,  Lancaster 
Geo.  H.  Westinghouse,  313  Fargo  av 
Mary  B.  Wetmore,  30  Woodlawn  av 
Samuel  W.Wetmore,30 Woodlawn  av 
Charles  H.  Wetzel,  697  Jefferson  st 
Electa  B.  Whipple,  491  Porter  av 
John  E.  Whitmore,  1099  Genesee  st 
J.  F.  Whitwell,  368  Swan  st 
Herbert  U.  Williams,  221  North  st 
Edw.  R.  Wise,  Williamsville 
Albert  B.  Wilson,  51  Eastwood  pi 
James  P.  Wilson,  867  Niagara  st 
N.  W.  Wilson,  153  7th  st 
A.  E.  Woehnert,  436  Franklin  st 
Wm.  H.  Woodbury,  991  Williams  st 
John  W.  Woodruff,  17  Unger  av 
CorneliusC.Wyckoff,482Delaware  av 
George  W.  York,  190  Franklin  st 
"  Young,  444  Elk  st 


Edson  H 

Number  of  Members,  319 
Deceased:  Frank  W.  Abbott,  Buffalo,  April  9, 1901,  set. 59  ;  J.  Stone  Arm- 
strong, Buffalo,  March  4,  1901,  ret.  61 ;  Samuel  G.  Dorr,  Buffalo,  April  28, 
1901,  set.  61 ;  Henry  Nichell,  Buffalo,  February  15,  1901,  set.  81. 
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MEDICAL  SOCIETY  OF  THE  COUNTY  OF  ESSEX. 

Annual  Meetings.— Third  or  fourth  Tuesday  in  May. 

Officers. 

M.  J.  La  Bell,  President.  V.  A.  Marshall,  Vice-President. 
,  Secret arij  and  Treasurer. 

Censors:  W.  E.  Pattison,       W.  T.  Sherman,       Robert  T.  Saville. 

Delegate  to  State  Medical  Society :  . 


Member 


Lyman  G.  Barton,  Willsborough 
Jesse  T.  Braman,  Wadham's  Mills 
Benjamin  W.  Burland,  Bangor 
F.  J.  D'Avignon,  Ausable  Forks 
E.  J.  Dunn,  Schroon  Lake 
Edwin  S.  Howe,  Ausable  Forks 
R.  H.  Irish,  Lansingburgh 
E.  W.  Kent,  Moriah  Corner 
Martin  J.  LaBell,  Lewis 
Chas  S.  McLaughlin,  Ticonderoga 

Deceased:  Allen  C.  Grover, 


A,  V.  Marshall,  Moriah  Corner 
Albinus  J.  Merrill,  U[«per  Jay 
Dudley  Palmer,  Schroon 
W.  E." Pattison,  Westport 
Hannibal  W.  Rand,  Keene 
Robert  T.  Saville.  Mineville 
Wm.T.Sherman, Crown  Point  Centre 
Melvin  H.  Turner,  Ticonderoga 
Chas.  T.  Walton,  Port  Henry 
Chas.  B.  Warner,  Port  Henry 
Number  of  INIembers,  20. 
Port  Henry,  June  15,  1900,  ^t.  63. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  FRANKLIN. 

(Organized  in  1814  ;  reorganized  in  1848.) 

Meetings. — Annual,  first  Tuesday  in  January;  semi-annual,  first  Tues- 
day in  June  ;  quarterly,  first  Tuesday  in  September. 

Officers.     (January,  1901.) 

W.  M,  Warren.  President.  W.  H.  Harwood,  Vice-President. 

R.  J.  Wilding,  Secretary  and  Treasurer. 

Censors:  W.  C.  Mills,  G.  H.  Oliver,  W.  N.  MacArtney. 

Delegate  to  State  Medical  Society  :  C.  A.  Hastings. 


Members. 


W.  A.  Atwater,  S.  Regis  Falls 

E.  M.  Austin,  Tupper  Lake 

J.  O.  A.  Beaupre,  Malone 

J.  W.  Blackett,  Fort  Covington 

L.  C.  Brunet,  Brushton 

C.  Crippen,  Trout  River 

P.  F.  Dolphin,  Malone 

H.  Funess,  Malone 

J.  A.  Grant,  Malone 

W.  H.  Harwood,  Chasm  Falls 

J.  D.  Harrigan,  Chateaugay 

G.  Howe,  Chateaugay 

C.  A.  Hastings,  Constable 

J.  A.  Johnson,  Chateaugay 

E.  A.  La  Rocque,  Malone 

W.  N.  MacArtney,  Fort  Covington 

F.  Markle,  Bangor 

W.  C.  Mills,  Ctiateaugay 

E.  S.  McClellan,  Saranac  Lake 


C.  McConnell,  Hogansborough 

J.  W.  Morarity,  Cherubusco 

R.  L.  Morgan,  Tupper  Lake 

W.  S.  Nelson,  Saranac  Lake 

G.  H.  Oliver,  Malone 

C.  E.  Pearl,  North  Bangor 

H.  S.  Rockwood,  Bombay 

E.  A.  Rust,  Moira 

C.  Skinner,  Malone 

J.  A.  Smart,  Fort  Covington 

C.  B.  Smith,  West  Bansror 

E.  E.  Thurber.  Brainafdville 

J.  S.  Van  Vechten,  Chateaugay 
W.  M.  Warren,  Chateaugay 

F.  D.  Whitehead,  Burke 

W.  A.  Wardner,  St.  Regis  Falls 
A.  G.  Wilding,  Malone 
R.  J.  Wilding,  Malone 

Number  of  Members,  37. 


460 


COUNTY    MEDICAL    SOCIETIES, 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  FULTON. 

Meetings. — Annual,  second  Thursday  in  January  ;  semi-annual,  second 
Thursday  in  June. 

Officers.     (January,  1901.) 

Nelson  Everest,  President.  John  Hagar,  Vice-President. 

Emily  L  Hill,  Secretary.  M.  F.  Drury,  Treasurer. 

Censors:  L.  R.  Ellithorpe,        C.  B.  Mosher,        E.  H.  Goodfellow. 

Committee  on  Hygiene :   P.  R.  Furbeck,  E.  C.  Podvin,  H.  C.  Finch. 

Delegate  to  State  Medical  Society :  William  C.  Wood. 


Members. 


Eugene  Beach,  Gloversville 
J.  J.  Beard,  Gloversville 
Frank  Beebe,  Johnstown 
L.  J.  Daily,  Gloversville 
William  Davis,  Gloversville 
M.  F.  Drury,  Gloversville 
John  Edwards,  Gloversville 
L.  R.  Ellithorpe,  Johnstown 
Nelson  Everest,  Gloversville 
H.  C.  Finch,  Broadalbin 
Peter  R.  Furbeck,  Gloversville 
W.  S.  Garnsey,  Gloversville 
E.  H.  Goodfellow,  Gloversville 
J.  A.  Hagar,  Gloversville 
A.  C.  Hagedorn,  Gloversville 
Emily  L.  Hill,  Gloversville 
A.  L.  Johnson,  Gloversville 


J.  W.  Joslin,  Johnstown 
C.  M.  Lefler,  Gloversville 
George  Lenz,  Gloversville 
W.  C.  McCulloch,  Gloversville 
Charles  B.  Mosher,  Johnstown 
L.  R.  Oatman,  Greenwich,  Washing- 
ton County 

E.  C.  Podvin,  Johnstown 
Robert  Palmer,  Gloversville 

F.  W.  Shaffer,  Gloversville 
M.  Somers,  Johnstown 
David  B.  Still,  Johnstown 
J.  K.  Thorne,  Gloversville 
J.  D.  Vedder,  Johnstown 
C.  B.  Walrad,  Johnstown 
W.  C.  Wood,  Gloversville 
James  K.  Young,  Johnstown 

Number  of  Members,  33. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  GENESEE. 

(Organized  about  1811.) 

Meetings. — Annual,   second    Tuesday  in  June;    semi-annual,   second 
Tuesday  in  January,  at  Batavia. 

(Society  at  present  not  in  active  existence.) 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  GREENE. 

(Organized  July,  1806 :  Incorporated  June  14,  1896.) 

Meetings. — Annual,  second  Tuesday  in  May ;  semi-annual,  second  Tues- 
day in  October ;  quarterly,  second  Tuesday  in  July  and  January. 


Officers. 

Ambrose  Beach,  President. 
Robert  Selden,  Secretary. 


(1901.) 


P.  G.  Waller,  Vice-President. 
C.  E.  Willard,  Treasurer. 


Delegates  to  State  Medical  Society :  E.  C.  Van  Dusen,  L.  B.  Honeyford, 
A.  W.  Van  Slyke,  P.  J.  Stanley,  W.  A.  Wasson. 
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Members. 


Ambrose  Beach,  Coxsackie 
Charles  H.  Chubb,  Palenville 
George  Conklin,  Durham 
F.  S.  Deyo,  Hunter 
E.  E.  Elliott,  Catskill 
Nelson  Fanning,  Catskill 
Edwin  L.  Ford,  Lexington 
S.  L.  Ford,  Heusonville 
Andrew  H,  Getty,  Athens 
Nelson  H,  Griffin,  Cairo 
George  Haner,  Tannersville 
S.  A.  Holcomb,  Palenville 
L.  B.  Honeyford.  Cairo 
W.  F.  Lamont.  Catskill 
Bradley  S.  McCabe,  Greenville 
Charles  P.  McCabe,  Greenville 
H.  M.  Mace,  Catskill 


J.  H.  Mead.  Hunter 
William  H.  Mead,  Windham 
Yj.  H.  Merriman,  Coxsackie 
Chas.  D.  Mulberry,  Windham 
J.  B.  Rouse,  Leeds 
L.  Saflford,  East  Durham 
Robert  Selden,  Catskill 
Melville  A.  Sheldon,  Athens 
P.  J.  Stanley,  Windham 
I.  T.  Sutton;  Prattsville 
C.  H.  Turner.  Ashland 
Edmund  C.  Van  Dusen,  Athens 
I.  J.  Van  Hopsen,  Medwav 
A.  W.  Van  Slyke,  Coxsackie 
W.  A.  Wasson,  Greenville 
Charles  E.  Willard,  Catskill 

Number  of  Members,  33. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  HERKIMER. 

(Organized  August  5,  1806.) 

Meetings. — Annual,  first  Tuesday  in  March  at  the  Court-house  in  Her- 
kimer; semi-annual,  first  Tuesday  in  September;  quarterly,  first  Tuesday 
in  June  and  December.  The  place  for  all  meetings,  except  the  annual,  is 
designated  at  the  annual  meeting. 

Officers.     (March,  190L) 

Charles  G.  Strobel,  President.        W.  E.  Hunt,  \st  Vice-President. 

C.  B.  Traflford,  2d  Vice-President.  Del  a  van  E.  Walker,  M  Vice-President. 

A.  Walter  Suiter,  Secretary.  George  Graves,  Treasurer. 

Maynard  G.  Burgess,  Librarian. 


Committee  on  Hygiene :   E.  M.  Draper, 
I.  S.  Edsall. 


S.  S.  Richards,      J.  E.  Casey, 
U.  G.  Williams. 


Committee  on  Microscopy :  W.  D.  Garlock,  Chairman  ;  0.  H.  Deck, 
A.  Walter  Suiter. 


Delegates  to  State  Medical  Society :  D.  M.  Devendorf,  George  S.  Eveletb, 
S.  S.  Richards,  U.  G.  Williams. 


Member. 


George  M.  Armstrong, West  Winfield 

F.  M.  Barney,  Dolgeville 

M.  W.  Brown,  Cedarville 

W.  W.  Budlong,  Frankfort 

Maynard  G.  Burgess,  Herkimer 

J.  E.  Casey,  Mohawk 

H.  J.  Cristman,  Columbia 

Fred  F.  Comstock,  Ilion 

O.  H.  Deck,  Herkimer 

D.  M.  Devendorf,  Herkimer 

Lyman  C.  Dexter.  Newport 

A.  J.  Douglass,  Ilion 

A.  0.  Douglass,  Little  Falls 


Edgar  H.  Douglas,  Little  Falls 
E.  M.  Draper,  Ilion 
I.  S.  Edsall,  Middleville 
John  B.  Ellis,  Little  Falls 
George  S.  Eveleth,  Little  Falls 
J.  D.  Fitch,  Mohawk 
George  Graves,  Herkimer 
Wm.  D.  Garlock,  Little  Falls 
Clark  Getman,  Dolgeville 
Charles  H.  Glidden,  Little  Falls 
H.  H.  Greene,  Paine's  Hollow 
Frederic  J.  Harter,  Herkimer 
Wm.  E.  Hayes,  Frankfort 
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J.  B.  Holcomb,  Newport 
Ward  E.  Hunt,  Little  Falls 
Stephen  A.  Ingham,  Little  Falls 
Cyrus  Kay,  Herkimer 
Miles  Longshore,  Cold  Brook 
George  M.  McCombs,  Frankfort 
Adam  Miller,  Jordanville 
Irving  0,  Nellis,  Herkimer 
George  P.  Rasback,  Mohawk 
James  I.  Rasback,  Ilioa 
S.  S,  Richards,  Frankfort 
A.  B.  Santry,  Little  Falls 

Deceased:  Wm.  H.  Parkhurst, 


John  H.  Shaper,  Herkimer 
John  H.  Stephens,  West  Winfield 
C.  G.  Strobel,  Dolgeville 
A.  Walter  Suiter,  Herkimer 
Edgar  C.  Swift,  Jordanville 
William  Tibbitts,  Newville 

C.  B.  Trafford,  Middleville 

D.  P.  Van  Court,  Mohawk 
Delavan  E.  Walker,  Ilion 
Robert  W.  Warner,  Ilion 

U.  Grant  Williams,  Newport 
John  D.  Young,  Starkville 

Number  of  Members,  50. 
Frankfort,  January  22,  1901,  set.  89. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  JEFFERSON. 

Meetings.— Annual,  second  Tuesday  in  January  ;   semi-annual,  second 
Tuesday  in  July ;  quarterly,  second  Tuesday  in  April  and  October. 

Officers. 

H.  H.  Deane,  President,  C.  S.  Drury,  Vice-President. 

F.  R.  Calkins,  Secretary.  C.  M.  Rexford,  Treasurer. 

Censors:  O.  C.  Eastman,         D.  C.  Rodenhurst,         M.  A.  Vincent, 
C.  F.  Adams,  J.  M.  Crawe. 

Delegates  to  State  Medical  Society  :  Gilbert  Cannon,  Thomas  Masson. 


Members. 


C.  F.  Adams,  Carthage 
Fred.  C.  Bailey,  Adams  Centre 
Wm.  C.  Bailey,  Adams  Centre 
J.  A.  Barnette,  Watertown 
C.  N.  Bibbins,  Watertown 
H.  D.  Bingle.  Carthage 
Wallace  N,  Brown,  Watertown 

H.  M.  Buchanan, 

R.  J.  F.  Burton,  Depauville 
F.  R.  Calkins,  Watertown 
Gilbert  Cannon,  Watertown 
C.  A.  Catlin,  Redwood 

E.  A.  Chapman,  Belleville 

B.  C.  Cheesman,  Watertown 
William  C.  Couch.  Ox  Bow 
J.  M.  Crawe,  Watertown 

J.  M.  Crawe,  Jr.,  Watertown 
Eugene  M.  Crabb,  Cape  Vincent 

F.  T.  Dale,  Depauville 
H.  H.  Deane,  Watertown 
A.  J.  Dick,  Watertown 

C.  S.  Drury,  Natural  Bridge 
Charles  Douglas,  Black  River 
0.  C.  Eastman,  Watertown 
E.  E.  Eddy,  Redwood 

W.  C.  Fawdry,  Lorraine 

G.  A.  Foote,  Dexter 

C.  B.  Forsythe,  Alexandria  Bay 


J.  T.  Fowkes,  Lafargeville 

H.  J.  Frame,  Clayton 

S.  W.  Frame,  Belleville 

Geo.  F.  Gardiner,  Pierrepont  Manor 

L.  E.  Gardner,  Black  River 

A.  A.  Getman,  Chaumont 

A.  W.  Goodale,  Watertown 

Alfred  Goss,  Adams 

J.  C.  Graham,  Philadelphia 

Richard  L.  Gray,  Clayton 

G.  D.  Gregor,  Watertown 

H.  A.  Hoyt,  Watertown 

L.  N.  Hurlbut,  Watertown 

F.  A.  Hutchins,  Antwerp 

G.  H.  Ives,  Watertown 
P.  H.  Johnson,  Adams 
J.  E.  Jones,  Evans  Mills 
Albert  A.  Joslin,  Watertown 
Wm.  J.  Kellow,  Watertown 
James  E.  Kelsey,  Theresa 
C.  C.  Kimball,  Watertown 
H.  L.  Ladd,  Sacket  Harbor 
O.  J.  La  Fontaine,  Chaumont 
M.  S.  Lord,  Sacket  Harbor 
Sheldon  D.  Lord,  Sacket  Harbor 
James  F.  McCaw,  Watertown 

E.  R.  McCreary,  Watertown 
Wm.  N.  Maloney,  Three-Mile-Bay 
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Lois  F.  Mansfield,  Watertown 

Thomns  Masson,  Cape  Vincent 

F.  W.  H.  Massey,  Brownville 

Isabel  M.  Meader,  Watertown 

S.  L.  Merrill,  Carthage 

John  M.  Mills,  Clayton 

A.  L.  Morgan,  Dexter 

Charles  Parker,  Three-Mile-Bay 

F.  C.  Peterson,  Watertown 

John  Pierce,  Adams 

H.  C.  Potter,  Mannsville 

C.  M.  Rexford,  Watertown 

DeWitt  C.  Rodenhurst,  Philadelphia 

George  G.  Sabin,  Watertown 

C.  J.  Severance,  Mannsville 

Florence  A.  Sherman,  Watertown 

W.  H.  H.  Silas,  Ellisburg 

F.  B.  Smith,  Watertown 

H.  H.  Smith, 


J.  Monroe  Smith,  Watertown 
M.  L.  Smith,  Watertown 
H.  L.  Smith,  Rodman 
Gordon  P.  Spencer,  Watertown 
James  D.  Spencer,  Watertown 
A.  B.  Stevens,  Watertown 
Harold  B.  Stowel,  Lafargeville 
O.  O.  Stowell,  Watertown 
J.  R.  Sturtevant,  Theresa 
George  E.  Sylvester,  Black  River 
W.  G.  Terry,  Henderson 
A.  S.  Thompson,  Ellisburg 
Arthur  L.  Tinkess,  Plessis 
W.  A.  Vincent,  Three-Mile-Bay 
E.  E.  Ward,  Pamelia  Four  Corners 
Ervin  W.  Witt,  Brownville 

J.  A.  Wood, 

G.  H.  Wood,  Antwerp 
E.  S.  Willard,  Watertown 

Number  of  Members,  93. 


Deceased:  A.  J.  Bovd,  Watertown ;    M.   J.  Hutchins,   Redwood,   March 
1,  1901,  set.  75;  E.  W'.  Teeple,  Watertown. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  KINGS. 

Meetings. — Annual,  third  Tuesday  in  January ;  stated  meeting,  third 
Tuesday  of  other  months;  all  meetings  are  held  in  Brooklyn,  at  356  Bridge 
street,  the  permanent  home  of  the  society.  A  "Journal  and  Reading- 
Room"  is  open  daily  (except  Sundays)  from  10  a.m.  to  10  p.m.;  over  two 
hundred  journals  are  regularly  on  file.  The  library  has  recently  been 
improved  by  the  addition  of  several  valuable  works  of  reference  and  the 
best  of  the  new  medical  monographs  and  text-books,  and  now  contains  more 
than  10,000  books  and  pamphlets.  This  Society  also  owns  and  publishes 
monthly  The  Brookhpi  Medical  Journal,  which  has  now  about  2000  sub- 
scribers. 

Officers.     (January,  190L) 

William  Browning,  President.         Henry  A.  Fairbairn,  Vice-President. 
David  Myerle,  Secretary.  Wm.  S.  Hubbard,  Associate  Secretary. 

O.  A.  Gordon,  Treasurer.  John  R.  Stivers,  Associate  Treasurer. 

J.  M.  Winfield,  Librarian. 


Censors:  J.  E.  Sheppard, 


W.  C.  Wood, 


J.  P.  Warbasse, 


Robert  J.  Morris, 


J.  M.  Van  Cott. 


Trustees:  Frank  E.  West.       George  R.  Fowler,       Joseph  H.  Hunt, 
George  McNaughton,  Charles  Jewett. 


Delegates  to  State  Medical  Society. 


Charles  B.  Bacon, 
W.  N.  Belcher, 
Wm.  Brinsmade, 
E.  E.  Cornwall, 
Wm.  F.  Dudley, 
H.  E.  Eraser, 
Charles  H.  Goodrich, 


James  C.  Hancock, 
Charles  C.  Henry, 
Heber  N.  Hoople, 
A.  C.  Howe, 
Clarence  R.  Hyde, 
John  A,  Lee, 
E.  L.  Oatman, 


R.  H.  Pomeroy, 
W.  G.  Reynolds, 
W.  L.  Rickard, 
W.  S.  Shattuck, 
Walter  A.  Sherwood, 
John  R.  Stivers, 
H.  G.  Webster. 
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Members. 
(Where  no  town  is  mentioned  Brooklyn  is  to  be  understood.) 


Michele  Acetta,  65  Front  st 
Henry  F.  Adams,  32  Palmetto  st 
Louis  C.  Ager,  Sillmau  pi  and  3d  av 
H.  A.  Alderton,  194  Joralemon  st 
Belle  Aldrich,  26  Clarkson  st 
L.  A.  W.  Alleman,  64  Montague  st 
J.  Glen  Allen.  141  Noble  st 
Martin  Amador,  187  Park  av 
A.  S.  Ambler,  "  Brooklyn  Hospital" 
A.  L  Anderson,  527a  6th  av 
J.  H.  Andrew,  500  Madison  st 
W.  S.  Applegate,  931  Flatbush  av 
A.  Arbona,  28  Pennsylvania  av 
H.  Arrowsmith,  180  Clinton  st 
J.  G.  Atkinson,  287  Clermont  av 
H.  H.  Atkinson,  1617  Beverly  Koad 
Benjamin  Ayers,  213  Jefferson  av 

E.  H.  Babcock,  140  Eemsen  st 
John  J.  Babington,  40  Som^rs  st 

C.  B.  Bacon,  Kings  Co.  Hospital 

F.  D.  Bailey,  260  Hancock  st 
F.  R.  Baker,  540  Bedford  av 
Frank  Baldwin,  691  Willoughby  av 
L.  G.  Baldwin,  28  Schermerhorn  st 
Calvin  Barber,  57  S.  Oxford  st 
Vincent  Barber,  238  Arlington  av 
Dennis  W,  Barry,  267  Putnam  av 
Homer  L.  Bartlett,  24  Fenimore  st 
E.  H.  Bartley,  21  Lafayette  av 

H.  B.  Bayles.  125  7th  av 
Crawford  D.  Beasley,  706  Greene  av 
George  W.  Beatty,  473  Franklin  av 
J.  P.  Becker,  473  Madison  st 
Frances  P.  Beebe,  115  Montague  st 
Nathan  T.  Beers,  Jr.,  1265  Bedford  av 
Wm.  N.  Belcher,  25  S.  Portland  av 
Alfred  Bell,  287  Irving  av 
Rosalie  Bell,  257  N.  Sumpter  st 
Robert  J.  Bell,  304  Warren  st 
Chas.  M.  Bellows,  442  Nostrand  av 
Herman  Bender,  683  Bushwick  av 

E.  C.  Bennett,  249  58th  st 
Franklin  Bennett,  686  Greene  av 
Stuart  H.  Benton,  81  Halsey  st 
W.  A.  Berendsohn,  598  Carlton  av 
P.  H.  Berlenbach,  9  Stuyvesant  av 

F.  H.  Bermingham,  135  Remsen  st 
Wm.  H.  Biggam,  1197  Dean  st 

A.  W.  Billing,  2d  av  and  74th  st 
Henry  M.  Bishop,  338  9th  st 

B.  G.  Blackman,  Ovington  and  3d  av 
Silas  C.  Blaisdell,  225  Roebeling  st 
B.  F.  M.  Blake,  35  Schermerhorn  st 
J.  A.  Blake,  352  Jefferson  av 

D.  G.  Bodkin,  290  Clinton  av 
M.  L.  Bodkin,  52  Sands  st 


William  Boes,  200  Graham  av 

A.  H.  Bogart,  139  7th  av 

J.  B.  Bogart,  423  Washington  av 
Seth  D.  Boggs,  407  Jefferson  av 
F.  W.  Bowron,  259  Tompkins  av 
F.  L.  B.  Brady,  46  W  52d  st.,  N.  Y. 
Wm.  C.  Braisiin,  217  St.  James  pi 
R.  C.  Brewster,  250  Clermont  av 

B.  M,  Briggs,  106  Willoughby  st 
Robt.  T.  Briggs,  106  Willoughby  st 
W.  B.  Brinsraade,  117  Montague  st 
A.  T.  Bristow,  234  Clinton  st 
Thomas  E.  Brown,  278  Clinton  st 
Anna  M.  Brown,  155  Halsey  st 
Lucy  Hall  Brown,  158  Montague  st 
S.  S.  Brown,  844  Lafayette  av 
Wm.  Browning,  54  Lefferts  pi 

A.  H.  Brundage,  1153  Gates  av 
Arthur  C.  Brush,  11  Lafayette  av 
Geo.  W.  Brush,  2  Spencer  pi 
Harold  F.  Bryn,  63  First  pi 

E.  M.  Bullwinkle,  80  East  9th  st 
H.  A.  Bunker,  158  6th  av 

J.  H.  H.  Burge,  132  Montague  st 
P.  V.  Burnett,  170  Keap  st 

F.  T.  Burke,  227  9th  st 

J.  B.  Busteed,  126  Lefferts  pi 
Glentworth  R.  Butler,  229  Gates  av 
W.  E.  Butler,  113  Halsey  st 

C.  R.  Butler,  643  Franklin  av 
J.  C.  Caldwell,  553  Halsey  st 

W.  J.  Callan,  cor.  Broad  &  Dean  st 
J.  M.  Callender,  174  Remsen  st 
W.  F.  Campbell,  127  Lafayette  av 
Eugene  Candidus,  215  Hewes  st 
P.  Candidus,  228  S.  9th  st 
J.  L.  Cardona,  833a  Lafayette  av 
John  J.  Carey,  285  Sackett  st 
James  L.  Carnev,  243  6th  av 

E.  J.  Carolan,  946  Bedford  av 

F.  E.  Carpenter,  124  Reid  av 
A.  W.  Catlin,  207  Greene  av 

D.  C.  Cederholm,  574  Pacific  st 
W.  L.  Chapman,  19  Lafayette  av 
Carroll  Chase,  191  Kingston  av 
Walter  B.  Chase,  263  Hancock  st 

E.  S.  Chick,  376  Gates  av 
Edward  M.  Child,  1  Revere  pi 
S.  B.  Childs.  498  Classon  av 

S.  Church,  236  Clinton  st 
Chas.  E.  Clark,  259  Lorimer  st 

F.  H.  Clark,  690  Greene  av 

G.  Armon  Clark,  236  9th  st 
Joseph  E.  Clark,  396  4th  st 
Ravmond  Clark,  292  Clinton  av 
S.  G.  Clark,  649  Halsey  st 
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Tracey  E.  Clark,  705  Macon  st 
J.  M.  Clayland,  252  Rodney  st 
A.  H.  Clements,  716  Nostrand  av 
H.  L.  Cochran,  141  Clinton  st 
J.  A.  Cochran,  752  Ocean  av 
^Fichael  A.  Cohn,  521  Stone  av 
G»  o.  W.  Colby,  142  Putnam  av 
1\  H.  Col  ton,  136  Montag:ue  st 
Burnett  C.  Collins,  1163  Dean  st 
Henry  Conkling,  143  Remsen  st 

C.  D.  Cook,  162  Remsen  st 

R.  C.  F.  Coombs,  93  Hancock  st 
W.  J.  Corcoran,  233a  Clinton  st 
E.  E.  Cornwall,  146  Herkimer  st 
Robert  E.  Coughlin,  286  47th  st 
Chas.  N.  Cox,  257  Jefferson  av 
Thos.  C.  Craig,  344  Cumberland  st 
E.  P.  Crowell,  409  Jefferson  av 
W.  J.  Cruikshank,  102  Ft.  Greene  pi 
Albert  M.  Curry,  493  Classon  av 
G.  W.  Gushing,  221  Schermerhorn  st 
David  Davidson,  535  Dean  st 
George  A.  Davis,  1024  Halsey  st 
J.  F.  Davis,  400  Hancock  st 
W.  H.  Davis,  289  Decatur  st 
E.  A.  Day,  659  Putnam  av 
W.  V.  Dee,  290  Bridge  st 
Ed.  M.  De  Castro,  Jr.,  412  Henry  st 
Jos.  F.  De  Castro,  357a  Clinton  st 
H.  P.  De  Forest,  369  Hancock  st 
H.  B.  De  Latour,  53  8th  av 
W.  A.  De  Long,  285  S.  2d  st 

D.  De  Waltoff,  297  47th  st 

C.  A.  H.  De  Szigethy,  157  Clinton  st 
John  G.  Dickert,  823  Bushwick  av 
Robert  L.  Dickinson,  168  Clinton  st 
G.  J.  Dirkes,  746  Driggs  av 
Herbert    S.   Dixon,    171  Lewis    av 
Clarence  L.  Dodge,  651  Macon  st 
Chas.  E.  Dority,  11  Union  st 
A.  J.  Dower,  380  Union  st 
James  M.  Downey,  381  Clinton  st 
M.  W.  Dreyer,  60  McKibbin  st 
George  Drury,  235  Washington  av 
L.  M.  Dusseldorf,  392  Union  st 
W.  F.  Dudley,  32  Livingston  st 
Z.  F.  Dunning,  238  Arlington  av 
J.  F.  Duryea,  Kings  Co.  Hospital 
R.  G.  Eccles,  191  Dean  st 
Benjamin  Edson,  83  St.  Mark's  av 
Jesse  E.  Edwards,  29  Spencer  pi 
C.  E.  Elfstrom,  437  Pacific  st 
R.  M.  Elliot,  L.  I.  Slate  Hospital 

E.  Eltinge,  2  Verona  pi 
Florence  G.  Emerson,  140  Wilson  st 
Z.  Taylor  Emerv,  481  Washington  av 
A.  F.  Erdman,  408  9th  st 

George  Essig,  488  Bedford  av 
George  A.  Evans,  909  Bedford  av 


George  P>er8on,  364  Greene  av 
H.  A.  Fairbairn,  249  McDonough  st 
Edw.  K.  Ferris,  220  53d  st 
George  N.  Ferris,  910  Flathush  av 
G.  B.  Fielding,  182  8th  av 
M.  Figuera,  12  Stuyvesant  av 
W.  Y.  Finch,  407  Bergen  st 
Frank  J.  Fitzgerald,  1081  Bergen  st 
J.  C.  Fitzsimmons,  451  Gold  st 
L.  H.  Fleck,  940  Bushwick  av 
James  W.  Fleming,  471  Bedford  av 
Leon  M.  Fleming,  334  Jay  st 
Lewis  N.  Foote,  523  Willoughby  av 

E.  A.  Foster,  202  Berkley  pi 
C.  B.  Fowler,  752  Carroll  st 
Geo  R.  Fowler.  301  De  Kalb  av 
Russell  S.  Fowler,  388  Lafayette  av 
H.  E.  Eraser,  18  S.  Portland  av 
Thos.  R.  French,  150  Joralemon  st 
T.  Frickenstein,  110  Union  av 
Wm.  M.  Friend,  404  Clinton  st 
Wm.  A.  Fries,  224  52d  st 

Chas.  P.  Frischbier,  Manhat.  State 

Hospital 
Otto  Frischbier,  235  Humboldt  st 
J.  Fuhs,  871  Park  pi 

F.  V.  C.  Fuller,  110  St.  James  pi 
Augustus  P.  Gaillard,  506  9th  st 
J.  H.  Gallagher,  176  Vernon  av 
James T.  Gallagher,  449  Lafayette  av 
W.  F.  Gardiner,  175  6th  av 
Sidney  H.  Gardiner,  1085  Gates  av 
Anna  M.  Garnier,  108  Milton  st 
Charles  Gartner,  257  Humboldt  st 
H.  L.  Gifford,  294  Hooper  st 
C.P.Gildersleeve,  35  Schermerhorn  st 
William  Gilfillan,  98  Remsen  st 
W.J.  Gilfillan,  79  Main  st 

H.  L.  Gill,  1117  40th  st 

Thomas  C.  Giroux,  142  S.  4th  st 

J.  P.  Glvnn,  395  9th  st 

J.  F.  Golding,  363  Franklin  av 

Chas.  H.  Goodrich,  280  Park  pi 

O.  A.  Gordon,  666  Greene  av 

J.  L.  J.  Gormly,  430  Ocean  Pathwjiy 

W.  S.  Grant,  350  Stuvvesant  av 

R.  S.  Graves,  622  St.  Mark's  av 

Norman  P.  Gries,  457  Classen  av 

G.  P.  GriflBn,  597  Lorimer  st 

W.  A.  Griffith,  667  Willoughbv  av 
T.  C.  Guenther,  277  49th  st 
C.  E.  Gunther,  151  Clinton  st 
C.  A.  Haffner,  201  W.  105th  st  N.Y. 
W.  C.  Hager,  258  Hooper  st 
Gordon  R.  Hall,  26  Schermerhorn  st 
J.  T.  Haller,  623  Macon  st 
Cyrus  Hamlin,  162  Putnam  av 
J.  C.  Hancock,  43  Cambridge  pi 
James  T.  Hannan,  332  Garfield  pi 
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J.  M.  Harcourt,  305  Clinton  st 
E.  P.  Harman,  805  Bergen  st 
John  Harrigan,  401  Clinton  st 
Burt  D.  Harrington,  38  Lennox  rd 

D.  A.  Harrison,  142  Clinton  st 
Audley  Haslett,  115  Clinton  st 
Edwin  A.  Hatch,  823  De  Kalb  av 
Julia  E.  Hatton,  508  3d  st 
George  E.  Hawley,  309  Gates  av 
W.  H.  Haynes,  401  Bainbridge  st 
T.  B.  Hegemann,  2603  Newkirk  av 
S.  Hendrickson,  1275  Bergen  st 

C.  C.  Henry,  56  Clark  st 
J.  W.  Henry,  232  Macon  st 
Chas.  T.  Hepp,  398  Graham  av 
C.  F.  Herman,  290  Halsey  st 

E.  H.  Herkimer,  181  Adelphi  st 

C.  J.  Hettesheimer,  309  WyckofF  av 
W.  B.  Hewitt,  227  Clermont  av 

E.  P.  Hickok,  114  Pennsylvania  av 
Ellas  P.  Hicks,  940  Flatbush  av 
Edward  E.  Hicks,  921a  Jefferson  av 
J.  O.  F.  Hill,  Neptune  av  &  Cort- 
land st 

D.  E.  Hoag,  985  Lafayette  av 
J.  D.  Hoar,  95  S.  Portland  av 
Edward  Hodges,  156  Halsey  st 
Henry  Hoffmann.  483  9th  st 

D.  C.  Holton,  601  Leonard  st 
H.  N.  Hoople,  253  Gates  av 

Geo.  G.  Hopkins,  350  Washington  av 
John  Horni,  89  Tompkins  av 
H.  T.  Hotchkiss,  146  Halsey  st 
A.  C.  Plowe,  311  Cumberland  st 

E.  H.  Hoxie,  1  Hart  st 

W.  S.  Hubbard,  97  Halsey  st 
W.  B.  Huestis,  183  Flatbush  av 
Thomas  H.  Hull,  55  Lee  av 
C.  H.  Hulse,  206  Monitor  st 
Joseph  H.  Hunt,  1085  Bedford  av 
A.  A.  Hussev,  324  Stuyvesant  av 
Alex.  Hutchins,  796  De  Kalb  av 
W.  M.  Hutchinson,  205  Clinton  st 
C.  E.  Hyde,  215  Schermerhorn  st 
Joel  W.  Hyde,  215  Schermerhorn  st 
Jas.  W.  Ingalls,  874  Layayette  av 
Mary  de  B.  Ingram,  196  Joralemon  st 
E.  L.  Irish,  270  Halsey  st 
Eobt.  F.  Ives,  22d  av  cor  85th  st 
Arthur  C.  Jacobson,  115  Johnson  st 
A.  E.  Jarrett,  95  Halsey  st 
P.  C.  Jamison,  108  Pierrepont  st 
J.  A.  Jenkins,  271  Jefferson  av 
William   E.  Jennings,  93lA  Jeffer- 
son av 
Charles  Jewett,  330  Clinton  av 
Fred.  A.  Jewett,  282  Hancock  st 
Harold  F.  Jewett,  341  Gates  av 
W.  A.  Jewett,  282  Hancock  st 


Oswald  Joerg,  12  Schermerhorn  st 
C.  H.  Johnson,  209  Greene  av 
J.  G.  Johnson,  153  Joralemon  st 
W.  S.  Johnson,  147  Bergen  st 
Florence  L.  Jones,  508  3d  st 
Albert  M.  Judd,  188  6th  av 
H.  F.  Junior,  458  E.  29th  st 
Jos.  A.  Kene,  169  Willoughby  av 
J.  C.  Kennedy,  762  Willoughby  av 

F.  S.  Kennedy,  462  Greene  av*^ 

C.  Le  Grand  Kerr,  97  Cumberland  st 
H.  C.  Keenan,  138  St.  James  pi 

G.  L.  Kessler,  588  Bedford  av 
J.  Ketterlee,  221  Troutman  st 
C.  D.  Kevin,  719  Halsey  st 

J.  E.  Kevin,  252  Gates  av 

F.  P.  Keyes,  77  Hanson  pi 
J.  J.  Keyes,  226  17th  st 

P.  E.  Kidd,  81  St.  Mark's  av 
V.  J.  Klein,  18  Bushwick  av 
J.   E.    King,    McDonough    st    and 

Throop  av 
Samuel  T.  King,  34  Greene  av 
Eobert  E.  Kinloch.  283  Franklin  av 
W.  J.  Kinne,  46  4th  av 

B.  F.  Koause,  1094  Bushwick  av 
Frank  H.  Knight,  700  Nostrand  av 
Alex.  Koch,  1135  Herkimer  st 
Chas.  G.  Koehler,  313  S.  5th  st 

W.  F.  Koerner,  154  Eoduey  st 
Hugo  Koethe,  732  Flushing  av 
Joseph  E.  Kopf,  350  58th  st 
Edw.  C,  Kroos,  151  Eodney  st 

G.  E.  Kuhn,  122  Clinton  av 

C.  Eugene  Lack,  692  10th  st 
J.  J.  Lamadrid,  412  Greene  av 
W.  B.  Lane,  399  Washington  av 
Eobert  M.  Langdon,  757  Union  st 
J.  E.  Langstaff,  19  7th  av 

L.  G.  Langstaff,  19  7th  av 
A.  W,  Lawrence,  203  Bedford  av 
J.  A.  Lee,  Kingston  av  and  Herki- 
mer st 
Caroline  F.  Le  Fevre,  665  St.  Mark's 

av 
A.  S.  Leonard,  131  McDonough  st 
J.  C.  Lester,  179  Schermerhorn  st 
Max  Levy,  74  McKibben  st 
Stewart  Lewis,  13  Cambridge  pi 
Maurice  T.  Lewis,  414  55th  st 
G.  F.  Leigh,  Jr.,  71  Jefferson  st 
H.  W.  Lincoln,  113  Hancock  st 
Martin  Linderoth,  50  Greene  av 
Frank  Little,  114  Montague  st 
George  F.  Little,  469  Clinton  av 
William  A.  Little,  923  Bedford  av 
T.  M.  Lloyd,  125  Pierrepont  st 
Leon  Louria,  255  Hewes  st 
C.  E.  Love,  163  Clinton  st 
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D.  F.  Lucas,  552  Pacific  st 

Stephen  H.  Lutz,  598  ^Madison  st 

Eugene  A.  Lynch,  661  Greene  av 

J.  J.  Lyon,  32  3d  pi 

T.  E.  McCarty,  372  State  st 

W.  J.  McAvenev,  22  3d  st 

Thos.  F.  McCleary,  915  Bedford  av 

L.  A.  McClelhmd,  78  McDonough  st 

John  A.  McCorkle,  149  Clinton  st 

Fergus  McDonough,  29  Poplar  st 

J.  C.  McEvitt,  407  Clinton  st 

J.  M.  McEvitt,  45  3d  pi 

T.  J.  McFarlane,  356  Greene  av 

S.  H.  MacGilverv,  820  Bedford  av 

C.  F.  McGuire,  503  Clinton  st 
H.  C.  McLean,  146  6th  av 
John  A.  McLeod,  154  Noble  st 
S.  J.  McNamaru,  325  Union  st 
Geo.  McNaughton,  1  Cambridge  pi 
L.  C.  McPhail,  161  Hicks  st 

J.  P.  McQuillan,  250  58th  st 

J.  L.  Macumber,  309  Washington  st 

William  Maddren,  1  Hanson  pi 

F.  J.  Magilligan.  135  Bergen  st 

G.  J.  Mahr,  88  Wilson  st 
H.  R.  Maine,  24  7th  av 

M.  J.  Malament,  49  McKibben  st 
J.  W.  Malone,  22d  av  (Bensonhurst) 
P.  G.  Manecke,  1292  Bushwick  av 

D.  C.  Mangan,  95  Park  av 
Mark  IManly   261  Monroe  st 

E.  Frank  Marsh,  466  9th  st 
J.  H.  Marshall,  506  Fulton  st 
W.  Ross  Martin,  399  Quincy  st 
L.  D.  Mason,  171  Joralemon  st 
A.  Ross  Matheson,  37  7th  av 
Arthur  Mathewson,  139  Montague  st 
Nathaniel  Matson,  415  Greene  av 
John  B.  Meurv,  785  Bushwick  av 

E.  A.  Mavne,  Bath  Beach  &  18th  av 
R.  M.  Mead,  337  Union  st 

G.  Merola,  25  2d  pi 

D.  W.  Meyer,  161  Clinton  st 

A.  G.  Meversburir,  102  Bradford  st 

J.  E   Midgelev,  1125  Dean  st 

W.  F.  Millington,  352a  9th  st 

F.  P.  Miller,  297  Stuyvesant  av 
F.  H.  Miller,  64  Pennsylvania  av 
L._H.  Miller,  287  Clinton  st 
William  Moitrier,  119  Lorrimer  st 
Charles  G.  Molin,  134  State  st 

J.  H.  Moore,  992  Halsey  st 

S.  E.  Moore,  145  Stanho[)est 

Robt.  J.  Morrison,  354  Tompkins  av 

H.  H.  Morton,  40  Schermerhorn  st 

L.  J.  Morton,  303  Henry  st 

Burt  B.  Mosher,  202  Schermerhorn  st 

Carl  Mueller,  9  Lewis  av 

F.  J.  Munson,  330a  Lafayette  av 


Joseph  P.  Murphy,  620  St.  Marks  av 
Archibald  Murray,  145  Clinton  st 
David  Myerle,  572  Bedford  av 
T.  F.  Mylod,  580  Washington  av 
C.  D.  Na|)ier,  1277  Bedford  av 
Levi  A.  Neiman,  73  Henry  st 
Wm.  Neuss,  82  Stanhope  st 
F.  R.  Newman,  167  Hancock  st 
H.  W.  Nichols,  323  Sterling  pi 
Lewis  L.  Nichols,  340  Stuyvesant  st 
T.  Nichols,  95  Rodney  st 
J.  C.  E.  Niilson,  753a  Union  st 
L.  M.  Nickerson,  89  S.  9th  st 
N.  L.  North,  627  Bedford  av 
N.  L.  North,  Jr.,  118  Hooper  st 

A.  P.  Northridge,  121  Covert  st 

T.  H.  Northridge,  320  Cumberland  st 
W.  A.  Northridge,  21  Hanson  pi 
Henry  Noss,  328  Jay  st 

E.  L.  Oatman,  82  Rerasen  st 

J.  F.  O'Connell,  159  Remsen  st 
Burdette  O'Connor,  145  Clinton  st 
Charles  A.  Olcott,  489  Bedford  av 

B.  Onuf,  99  Berkley  pi 

Robt.  Omistron,  117  S.  Ellicott  pi 
Geo.  A.  Ostrander,  61  Greene  av 

F.  B.  Otis,  338  Halsev  st 

F.  C.  Pafiord,  238  Clinton  st 
E.  D.  Page,  304  Washington  av 
A.  R.  Paine,  211  Lafayette  av 
Ernest  Palmer,  155  Clinton  st 
Paul  L  Parrish,  1448  Bedford  av 
J.  W.  Parrish,  111  Montague  st 
M.  E.  Parrott,  379  Jefferson  av 
A.  V.  Payne,  208  Lee  av 

J.  M.  Peacock,  249  Jefferson  av 
Eugene  F.  Pearce,  95  Henry  st 
L.  W.  Pearson.  401  Union  st 
H.  T.  Peck,  321  Halsey  st 
Martha  J.  Peebles,  29  Spencer  pi 
Francis  Peele,  115  Montngue  st 
Arthur  Pell,  1148  Dean  st 
J.  P.  Pendleton,  36  7th  av 
Chas.  P.  Peterman,  809  Greene  av 

C.  E.  Peterson,  1067  Dean  st 
H.  S.  Petit,  Adelphi  College 
S.  C.  Petit,  Gravesend 

Edward  R.  Pfarre,  196  Lincoln  pi 
C.  A.  Phillips,  960  Bedford  av 
W.  H.  Philleo.  183  Herkimer  st 

G.  H.  Pierce,  76  St.  James  pi 
John  W.  Pierce,   W.   8th  st  Coney 

Island 
Lewis  S.  Pilcher.  386  Grand  av 
J.  O.  Polak,  287  Clinton  av 
Ralph  H.  Pomerov.  511  Nostrand  av 
W.  P.Poole,  J 47  Clinton  st 
H.  F.  Praeger,  180a  Vernon  av 
W.  H.  B.  Pratt,  94  6th  ar 
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S.  E.  Pray,  191  S.  9th  st 
P.  J.  Prendergast,  531  Henry  st 
H.  E.  Price,  163  Hancock  st 
J.  S.  Prout,  26  Schermerhorn  st 
Paul  F.  Pyburn,  600  Franklin  av 
Marion  Pyles,  47  Hancock  st 
J.  E.  Quinn,  314  Greene  av 
Alexander  Eae,  117  Henry  st 

E.  T.  Eandall,  139  Hancock  st 
John  Eankin,  600  Jefferson  av 
W.  H.  Eankin,  151  Hancock  st 

J.  C.  Eappold,  Jr.,  760  Bushwick  av 
V.  P.  Eathbun,  978  Bedford  av 
J.  M.  Eaub,  295  Clinton  st 
J.H.Eaymond,157  Columbia  Heights 
Henry  N.  Eead,  339  Clinton  st 
G.  E.  Eeed,  737  Putnam  av 
P.  A.  Eequa,  551  Henry  st 
Edwin  Eeynolds,  129  Lafayette  av 
Willard  G.  Eeynolds,  107  Gates  av 
J.  E.  Eichardson,  125  S.  Oxford  st 
W.  L.  Eickard,  262  Stuyvesant  av 
Herman  C.  Eiggs,  117  Montague  st 
H.  F.  W.  Eisch,  482  12th  st 
O.  E.  F.  Eisch,  497  3d  st 
A.  H.  Eitter,  262  Hewes  st 
V.  A.  Eobertson,  384    Union  st 
James  W.  E.  Eoby,  510  Bedford  av 
Thos.  M.  Eochester,  2  St.  James  pi 
H.  C.  Eogers,  377  Gates  av 
H.  E.  Eogers,  36  Troutman  st 
A.  J.  Eooney,  230  17th  st 

F.  H.  Eoss,  278  Bridge  st 

W.  H.  Eoss,  Lee  av  and  Hewes  st 
Anna  F.  Eowe,  133  E.  38th  st.,  New 

York 
E.  S.  Eoyce,  211  Greene  av 
J.  W.  Eussell,  368  Adelphi  st 
J.  H.  E.  Sands,  703  4th  av 
S.  Santoire,  148  Clinton  st 
C.  T.  Sauer,  390a  5th  st 

E.  Schalck,  420  Quincy  st 

P.  M.  Schaffer,  262  Vernon  st 

Adam  Schauf,  198  Vernon  av 

H.  L.  Schelling,  841  Willoughby  av 

P.  L.  Schenck,  95  6th  av 

W.  C.  Schirmer,  574  Franklin  av 

C.  B.  Schlatter,  158  17th  st 

F.  H.  Schlitz,  28  Jefferson  st 
J.  A.  Schmidt,  1195  Dean  st 
W.  C.  J.  Schmidt,  645  Park  av 
Carl  Schoenijahn,  822  Union  st 
C.  E.  Schofield,  152  Taylor  st 
E.  Schrimgeour,  762  Carroll  st 
William  Schroeder,  339  President  st 
A.  H.  Schwab,  690  Bushwick  av 
Peter  Scott,  128  Eeid  av 

C.  J.  Search,  168  Putnam  av 
Howard  J.  Seeley,  151  Stuyvesant  av 


F.  S.  Senior,  248  Arlington  av 
W.  A.  Seimel,  275  Lorimer  st 
W.  H.  Seymour,  233  Clinton  st 
F.  M.  Sharpe,  100  Hanson  pi 
W.  S.  Shattuck,  Jr.,  147  Clinton  st 
Frank  W.  Shaw,  327  Greene  av 

E.  E.  Shaw,  115  Amity  st 
J.  Denton  Shea,  427  8'th  st 

C.  H.  Shepard,  81  Columbia  Heights 
A.  W.  Shephard,  126  Willoughby  st 
John  E.  Sheppard,  108  Pierrepont  st 
W.  Sherman,  '336  9th  st 

S.  Sherwell,  33  Schermerhorn  st 
W.  A.  Sherwood,  Bergen  c.  Carlton  av 
A.  E.  Shipley,  239  Keap  st 
Fred.  J.  Shoop,  316  Cumberland  st 
Ferdinand  Seigle,  205  Bedford  av 
Wm.  Simmons,  23  Schermerhorn  st 
W.  S.  Simmons,  Jr.,  338  Lafayette  av 
John  F.  Simpson,  2  Broome  st 
William  Skene,  167  Clinton  st 
A.  W.  Slee,  1230  Hancock  st 
Samuel  H.  Sloate,  75  McKibben  st 
H.  M.  Smith,  64  Montague  st 
Joseph  E.  Smith,  92  Lee  av 
J.  Wheeler  Smith,  1120  Herkimer  st 
J.  A.  Somers,  3  Lafayette  av 
S.  G.  Southerland,  450  Nostrand  av 
Agnes  Sparks,  140  S.  Portland  av 
Thos.  B.  Spence,  139  Seventh  av 

D.  M.  Staebler,  690  Macon  st 
H.  C.  Steinke,  220  17th  st 

J.  H.  Sterling,  225  Schermerhorn  st 
Bernard  Stern,  633  E.  28th  st 
Eobert  Stevenson,  199  India  st 
C.  Waldo  Stickle,  52d  st  and  13th  av 
John  E.  Stivers,  143  Lefferts  pi 
George    L.    Stivers,    Kings    County 
Hospital 

F.  E.  A.  Stoney,  229  82d  st 
Wm.  E.  Stratton,  195  Berkley  pi 
Francis  H.  Stuart,  123  Joralemon  st 

E.  M.  Sturgis,  108  Milton  st 
Purdy  H.  Sturgis,  145  7th  av 

J.  D.  Sullivan,  74  McDonough  st 

W.  E.  Sullivan,  532a  Henry  st 

W.  E.  Swalm,  118  Lafayette  av 

A.  T.  Talmage,  1721  Albemarle  rd 

J.  M.  Taylor,  438  3d  st 

S.  L.  Taylor,  560  Madison  st 

Vernon  E.  Taylor,  104  Utica  av 

C.  H.  Teg,  254  S.  3d  st 

J.  J.  Terhune,  169  Adelphi  st 

C.  H.  Terry,  540  Washington  av 

G.  G.  Thompson,  89  Sterling  pi 
J.  E.  Tieck,  89  Pulaski  st 

L.  E.  Tieste,  6  Lafayette  av 
Joseph  F.  Todd,  550  Carlton  av  ' 
W.  A.  Tomes,  500  Classon  av 
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T.  W.  Topham,  354  Schernierhorn  st 
K.  Tou.sey,  138  Clinton  st 
Palmer  Townsend,  250  Putnam  av 
A.  S.  Treadwell,  107  McDonoutz;h  st 
G.  H.  Treadwell,  G4  S.  Portland  av 
S.  Paul  Truex,  257a  Madison  st 
Walter  Truslow,  1G8  Clinton  st 
H.  A.  Tucker,   398  Clinton  st 
C.  O.  Tupper,  329  Jefferson  st 
H.  C.  Turner,  412a  Clinton  st 
L.  A.  Turner,  256  Hancock  st 
W.  J.  Turner,  105  Clinton  st 
H.  R.  Tuthill,  83  Monroe  st 
J.  Y.  Tuthill,  100  Fort  Greene  pi 
J.  M.  Van  Cott,  188  Henry  st 
John  Van  Glahn,  49  Sands  st 
A.  M.  Van  Sickle,  325  Marcy  av 

C.  A.  Von  Urff,  170  Barbey  st 
G.  Wackerhagen,  28  7th  av 
H.  A.  Wade,  178  Nostrand  av 
J.  D.  Wade,  252  S.  9th  st 

E.  M.  Wadsworth.  60  Brooklyn  av 
J.  L.  Waldie,  258  McDonough  st 
Henry  Wallace,  183  Congress  st 

F.  W.  Walsh,  740  Union  st 
J.  E.  Walsh,  623  10th  st 

J.  P.  Warbasse,  68  Greene  av 
H.  S.  Warner,  319  McDonough  st 

D.  E.  Warren,  L.  I.  State  Hospital 
J.  S.  Waterman,  1193  Dean  st 
Wm.  Water  worth,  3  Hancock  st 
James  Watt,  L.  I.  State  Hospital 
H.   H.  Waugh,  159  State  st 

D.  W.  Waugh,  388  Clinton  st 


Henry  G.  Webster,  90  Halsey  st 
Frederick  Weisbrod, 882  Bush  wick  av 
J.  E.  Welles,  410  Clinton  st 
Thos.  L.  Wells,  993  St.  Mark's  av 
II.  B.  Welton,  513  Henry  st 
Frank  E.  West,  172  Clinton  st 
G.  R.We8tbrook,175Schermerhorn  st 
R.  W.  Westbrook,  1198  Pacific  st 
F.  Weygandt,  645  I^edford  av 
Tenney  H.  Wheatlev,  151  Hewes  st 

E.  A.  Wheeler,  110  Ross  st 
R.  F.  Wheeler,  210  Lee  av 

J.  S.  Wight,  30  Schermerhorn  st 

J.  S.  Wight,  Jr.,  52  Pineapple  st 

Thomas  Wilde,  121  7th  av 

Geo.  A.  Williams,  449  Hancock  st 

Herbert  F.  Williams,  197  Gates  av 

R.  C.  Williams,  317  51st  st 

C.  E.  Williamson,  211  Van  Buren  st 

Chas.  S.  Williamson,  148  Hancock  st 

Ezra  H.  Wilson,  194  Keap  st 

J.  M.  Winfield,  1273  Bedford  av 

Fred.  G.  Winter,  18  Patchen  av 

F.  J.  J.  Wood,  256  Ryerson  st 
John  S.  Wood,  172  6th  av 
Walter  C.  Wood,  80  Halsey  st 
E.  E.  Woolworth,  864  Sterling  pi 

E.  W.  Wright,  115  Montague  st 

F.  W.  Wunderlich,  165  Remsen  st 
C.  F.  Yerdon,  1309  Herkimer  st 

J.   B.   Zabriskie,  2103  Church  lane 
Chas.  Zellhoflfer.  175  S.  4th  st 
V.  L.  Zimmerman,  557  Halsey  st 
Number  of  Members,  643. 


Deceased:  William  W.  Browning,  October  3,  1900,  set.  48;  J.  H.  H. 
Burge,  March  24,  1901,  Sdt.  78 ;  J.  B.  Busteed,  March  11,  1901,  set.  32  ;  F. 
C.  De  Mund,  November  20,  1900,  set.  70 ;  Frank  S.  Milbury,  August  20, 
1900,  set.  43 ;  Alexander  J.  C.  Skene,  June  13,  1900,  set.  62 ;  J.  B.  Warden, 
February  12,  1901,  set.  38. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  LEWIS. 

(Organized  January  8, 1861.) 

Meetings. — Annual,  first  Tuesday  in  June ;  semi-annual,  first  Tuesday 
in  December. 


C.  P.  Kirley,  President. 
W.  O.  Hubbard,  Secretary. 

Delegates  to  State  Medical  Society 
P.  H.  Von  Zierolshofen, 


F.  D.  Bigarel,  Port  Leyden 
W.  H.  Cramer,  Copenhagen 
F.  A.  Crane,  Low^ville 
Med  N  Y 


Officers.     (1901.) 

A.  C.  Miller,    Vice-President. 
J.  Z.  Hunt,  Treasurer. 

S.  H.  Murphy,        F.  E.  Jones, 
F.  A.  Crane,        W.  0.  Hubbard 

Meni^ers. 

O.  G.  Harrington,  Constableville 
W.  O.  Hubba^rd,  Lowville 
James  Z.  Hunt,  Lowville 
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W.  H.  Johnston,  Port  Lyden 
F,  E.  Jones,  Beaver  Falls 
C.  P.  Kirley,  Lowville 
A.  C.  Miller,  Turin 


S.  H.  Murphy,  Glenfield 

P.  H.  Von  Zierolshofen,  Croghan 

J.  H.  Watson,  Turin 

Number  of  Members,  13 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  LIVINGSTON. 

(Organized  June,  1806.) 

Meetings. — Annual,   second  Tuesday  in  June ;    semi-annual,    second 
Tuesday  in  December. 

Officers.     (1901.) 

Edward  C.  Perry,  President.  F.  C.  Burt,  Vice-President. 

Edward  A.  Sharp,  Secretary.  G.  G.  Jones,  Treasurer. 

Censors:  J.  P.  Brown,  C.  H.  Eichmond,  E.  J.  Menzie, 

F.  J.  Bower,  W.  E.  Lauderdale. 

Delegates  to  State  Medical  Society :  Edward  A.  Sharp,  Annie  M.  Tremaine, 
F.  B.  Dodge,        F.  J.  Bowen,        J.  P.  Brown. 


Members. 


Irving  C.  Allen,  Avon 
F.  J.  Bowen,  Mt.  Morris 
John  P.  Brown,  Nun  da 
F.  C.  Burt,  Dalton 
L.  W,  Byam,  Mumford 
L.  P.  Clarke,  Sonyea 
J.  E.  Crisfield,  Dansville 
John  Denton,  Eestof 
F.  B.  Dodge,  Mt.  Morris 
Fred.  E.  Drisebach,  Dansville 
I.  A.  M.  Dike,  York 
J.  G.  Filkins,  York 
E.  Gillen,  Mt.  Morris 
Eobert  W.  Green,  Geneseo 
Jacob  M.  Hagey,  Mt.  Morris 
Edward  L.  Hanes,  Sonyea 
J.  A.  Jackson,  Dansville 
James  H.  Jackson,  Dansville 
Kate  V.  Jackson,  Dansville 
George  G.  Jones,  Geneseo 
George  H.  Jones,  Fowlerville 
B.  T.  Kneeland,  Dalton 


W.  E.  Lauderdale,  Geneseo 
J.  B.  Losey,  Conesus 
W.  K.  McGowan,  Lima 

E.  J.  Menzie,  Caledonia 
J.  H.  Morrisey,  Lima 

F.  H.  Moyer,  Moscow 
William  Nesbit,  Avon 
Charles  V.  Patchen,  Dansville 

F.  M.  Perine,  Dansville 
Edward  C.  Perry,  Avon 
John  C.  Preston,  Avon 

C.  H,  Eichmond,  Livonia 
Wm.  T.  Shanahan,  Sonyea 
Frederick  Squires,  Livonia  Station 
Edward  A.  Sharp,  Sonyea 
William  P.  Spratling,  Sonyea 

G.  W.  Squires,  East  Avon 
F.  A.  Strasenburgh,  Avon 
Annie  M.  Tremaine,  Sonyea 
Fred.  A.  Wicker,  Hemlock  Lake 
Edwin  L.  Wood,  Dounsville 

Number  of  Members,  43. 


Deceased :  Addison  P.  Wisner,  Scottsburg. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  MADISON. 

(Organized  July  29, 1806.) 
Meetings. — Annual,  second  Tuesday  in  May. 

Officers.     (1901.) 
G.  W.  Davis,  President.  F.  C.  Drake,  Vice-President. 


E.  H.  Carpenter,  Secretary. 

Censors:   C.  H.  Perry, 

0.  S.  Langworthy, 


H.  G.  Germer,  Treasurer. 
I.  N.  Goff,  E.-P.  Bailey,, 


D.  D.  Chase. 
Delegate  to  State  Medical  Society :  J.  F.  Huntley. 
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MnnbcrH. 


R.  H.  Asli,  CaiKistota 
E.  P.  Bailey,  Oneida 
L.  C.  Beebe,  Jlainilton 
M.  Billington,  Chittenango 
Gilbert  Hinlsall,  North  Hrookfield 
N.  ().  Brooks,  l\M-rvville 
H.  Clilt  Brown,  l^rookfield 
0.  W.  liurbytc,  Brooktield 

E.  IT.  Carpenter,  Oneida 
H.  W.  Carpenter,  Oneida 
M.  Cavana,  Oneida 

D.  D.  Chase,  Morrisville 
C.  M.  Colegrove,  Canastota 
G.  W.  Davis,  Peterboro 
L.  R.  Davis,  Oneida 
G.  G.  Decker,  West  Eaton 

F.  E.  Dewey,  Peterboro 
A.  P.  Dodge,  Oneida 

W.  H.  Douglas,  East  Hamilton 

F.  C.  Drake,  Oneida 

J.  R.  Eaton,  Chittenango 


Herman  G.  Geriner,  Canastota 

1.  N.    Goff,  Ca/cnovia 

W.  JI.  (Jrifiith,  Mnniisvilk: 

A.  N.  Ilaskiiis,  lIul)bardHville 

James  l'\  Huntley,  Oneida 

M.  R.  .loy,  Cazenovia 

.J,  W.  Ivnapp,  ('anastota 

O.  S.  Laiigwortliv,  Hamilton 

W.  T.  Luiii,  I>ri(lgci)ort 

J.  E.  .McCJlelland,  Dc  Ruyter 

G.  W.  Miles,  Oneida 

Edgar  L.  Miller,  Eaton 

H.  P.  ]Mead,  Morrisville 

S.  P.  Moore,  ^lunnsville 

C.  H.  Perry,  Oneida 

Otto  Pfaff,  Oneida 

A.  D.  tSmith,  New  Woodstock 

H.  H.  Stone,  Oneida 

William  Tavlor,  Canastota 

H.  H.  White,  Earlville 

S.  J.  Wilson,  Oneida 

Number  of  Members,  42. 


Deceased:  Frederick  O.  Lloyd,  Hamilton,  December  19,1900,  set.  40; 
Horace  Halbert,  Canastota,  January  19,  1901 ,  tet.  74. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  MONROE. 
Meetings. — Annual,  last  Wednesday  in  May. 
Officers.     (May,  1901.) 
Lewis  W.  Rose,  President.  Charles  R.  Barber 


W.  M.  Brown,  Secretary. 


Vlce-Pre3ide?it. 
C.  A,  Greenleaf,  Treamirer. 


Delegates  to  State  Medical  Society  : 


W.  D.  Becker, 
W.  M.  Brown, 
R.  L.  Carson, 
Robert  G.  Cook, 
C.  E.  Darrow, 
S.  L.  Eisner, 


W.  V.  Ewers, 
W.  S.  Hall, 
I.  E.  Harris, 
L.  W.  Houk, 
W.  J.  Howe, 
C.  A.  Huber, 


Benjamin  Wilson, 


D.  P.  Hastings, 
J.  M.  Ingersoll, 
O.  E.  Jones, 
Frank  A.  Jones, 
C.  T.  La  Moure, 
J.  L.  Roseboom, 
John  Zimmer. 


Members. 


(Where  no  town  is  mentioned  Rochester  is  to  be  understood.) 


M.  May  Allen,  297  Alexander  st 
J.  A.  Ames,  East  Rush 
F.  D.  Andrew,  28  S.  Union 
L.  B.  Andrews,  560  East  Main  st 
E.  B.  Angell,  295  Alexander  st 
Azel  Backus,  39  S.  Washington  st 
Ogden  Backus,  5  Grancrer  pi 
Samuel  B.  Baker,  185  Wilder  st 
Evj'lin  P.  Baldwin,  470  West  av 
E.  P.  Ballantine,  State  Hospital 
C.  R.  Barber,  52  Cumberland  st 
W.  M.  Barron,  34  N.  Fitzhugh  st 


James  I>eahan,  343  West  av 
W.  D.  Becker,  8  Franklin  sq 
George  E.  Beilbv,  State  In.  School 
A.  W.  Bellamy,  "202  E.  Main  st 
J.  S.  Berkman,  348  N.  Clinton  av 
H.  W.  Bode,  323  Joseph  av 
E.  C.  Boddv,  19  Jones  av 
C.  O.  Boswell,  389  East  av 
J.  Brady,  397  Plymouth  av 
A.  N.  Braham,  Brockport 
C.  B.  Braman,  394  Joseph  av 
John  D.  Briggs,  Williamson 
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C.  M.  Briggs,  Fail-port 

W.  M.  Brown,  Brighton 

M.  Alice  Brownell,  Newark 

Kathleen  L.  Buck,  279  Clinton  av 

James  C.  Buckley,  10  Cumberland  st 

W.  H.  Bullis,  234  University  av 

J.  J.  A,  Burke,  65  East  av 

Ina  V.  Burt,  Phelps 

Chas.  McD.  Cameron,  106  Lake  av 

P.  D.  Carpenter,  Pittsford 

George  G.  Carroll,  304  West  av 

R.  L.  Carson,  105  East  av 

R.  C.  Cartwright,  82  Ambrose  st 

J.  W,  Casey,  25  Sophia  st 

W.  B.  Cochrane,  Brighton 

Philip  J.  Conboy,  73  Clinton  av  N. 

J.  B.  Cowles,  Fairport 

Morey  S.  Collier,  1  Athens  st 

Charles  G.  Combs,  185  Monroe  av 

C.  V.  C.  Comfort,  38  Savannah  st 
W.  L.  Conklin,  720  South  av 

D.  J.  Corrigan,  West  Webster 
J.  A.  Cormier,  355  Central  av 
Robert  G.  Cook,  45  Park  av 
H.  H.  Covel,  105  East  av 
Charles  S.  Craig,  Hamlin 

James  F.  Crowley,  309  E.  &  B.  Bldg 
Rolin  O.  Crosier,  Monroe  Co.  Alms 

House 
J.  R.  Culkin,  414  Lvell  av 

D.  F.  Curtis,  89  South  av 

A.  Dann,  406  Granite  Building 
C.  E.  Darrow,  116  East  av 
James  C.  Davis,  8  Chestnut  st 
C.  A.  Dewey,  53  S.  Fitzhugh  st 
M.  E.  Dickinson,  604  Powers  Bldg 
Sarah  R.  A.  Dolly,  52  East  av 

F.  F.  Dow,  137  Park  av 
J.  D.  Dunning,  Webster 

H.  S.  Durand,  87  S.  Fitzhugh  st 
Edgar  H.  Earl,  420  Lyell  av 
Frederick  East,  260  North  st 
W.  S.  Ely,  78  S.  Fitzhugh  st 
S.  L.  Eisner,  83  St.  Paul  st 

G.  A.  Engert,  43  Clinton  av  South 
John  J.  Evans,  123  Frank  st 

W.  V.  Ewers,  140  N.  Goodman  st 
Porter  Farley,  801  St.  Paul  st 
H.  M.  Fenno,  34  Hamilton  st 
Jas.  H.  Finnessy,  375  Clinton  st  N. 
J.  B.  Finnecane,  Mendon 
G.  T.  Fischer,  54  Clinton  st  N. 
G.  W.  Foster,  19  East  av 
A.  B.  Frazee,  61  Clifford  st 

E.  A.  French,  505  North  st 
George  P.  French,  71  Prospect  st 
Robert  T.  French,  209  Alexander  st 
AV.  S.  Fuller,  Fairport 

L.  T.  Gandy,  Chili 


Horace  Gee,  597  Lake  av 
G.  B.  Gillett,  11  Meigs  st 
F.  H.  Goddard,  265  Meigs  st 
George  Goler,  127  East  av 
H.  C.  W.  Graham,  69  East  av 
Erlo  H.  Gray,  4  Atlantic  av 

C.  A.  Greenleaf,  209  East  av 

0.  Groves,  299  Central  Park 
P.  C.  Guinan,  1  Cataract  st 

A.  R.  Gumberts,  48  Chatham  st 
E.  M.  Hague,  650  Main  st  E. 
W.  S.  Hall,  293  Monroe  av 
Eugene  F.  Hamburg,  Genesee  st  near 

Brooks  av 
E.  R.  Hardenbrook,  251  Lake  av 
E.  A.  C.  Harris,  400  Lake  av 

1.  E.  Harris,  400  Lake  av 

D.  G.  Hastings,  272  Alexander  st 
Sumner  Hayward,  84  East  av 

A.  W.  Henckell,  96  Sophia  st 
W.  J.  Herriman,  263  West  av 
Edw.  A.  Hoffman,  283  Central  Park 
S.  A.  Holman,  Hilton 

B.  L.  Hovey,  34  N.  Fitzhugh  st 

E.  H.  Howard,  Rochester  State  Hosp. 
W.  R.  Howard,  660  Main  st  E. 

W.  J.  Howe,  Scottsville 

H.  B.  Howell,  228  Hudson  av 

Loren  W.  Howk,  370  West  av 

C.  A.  Huber,  51  Monroe  av 

De  Witt  C.  Hunter,  607  St.  Paul  st 

J.  M.  IngersoU,  275  Monroe  st 

Thomas  Jameson,  240  West  av 

A.  M.  Johnson,  289  Main  st  E. 

Ira  T.  Johnson,  138  Fulton  av 

Frank  A.  Jones,  309  Lake  av 

S.  C.  Jones,  207  East  av 

Wm.  B.  Jones,  525  Lake  av 

O.  E.  Jones,  392  Main  st  E. 

Joel  G.  Justin,  35  Chestnut  st 

H.  M.  Justin,  35  Chestnut  st 

J.  G.  Keeler,  19  Vick  Park  A. 

J.  J.  Kempe,  14  Grove  st 

N.  F.  Kiefer,  663  Clinton  av  N. 

Thos.  A.  Killip,  462  Clinton  av  N. 

H.  Koch,  19  Cumberland  st 

W.  G.  Lacy,  Scottsville 

George  A.  Lane,  303  University  av 

E.  H.  Lapp,  55  Reynolds  st 

C.   T.    La  Moure,   Rochester    State 

Hospital 
Howard  A.    La  Moure,    Rochester 

State  Hospital 
Frank  P.  Leadley,  394  West  av 
M.  E.  Leary,  397  West  av 
S.  H.  Linn,  243  Alexander  st 
David  Little,  162  Plymouth  av 
S.  W.  Little,  162  Plymouth  av  • 
M.  L.  Lord,  Oxford  st 
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C.  H.  Losey,  145  Lake  av 
M.  C.  Lyons, 

J.  W.  McCaulev,  349  Monroe  av 

N.  D.  McDowell,  19  East  av 

J.  J.  McGovern,  (j7  Clinton  av  S. 

J.  F.  McKay, 

F.  B.  McKenney,  39  Lake  av 

J.  W.  Magill,  Fairport 

A.  P.  Maine,  Webster 

F.  W.  Maloney,  332  West  av 

F.  A.  Mandeville,  63  East  av 
H.  J.  Mann,  Brockport 

W.  B.  Mann,  Brockport 

G.  A.  C.  Mannell,  38  Clinton  av  S. 
G.  A.  Marion,  474  X.  Goodman  st 

D.  G.  Mason,  East  Henrietta 
M.  C.  Mason,  114^  Ambrose  st 
F.  B.  Maynard,  38  Clinton  av  S. 
Louis  K.  Mezger,  193  Clinton  av  N. 
H.  B.  Miner,  West  Meudon 

E.  M.  Moore,  74  S.  Fitzbugh  st 

E.  M.  Moore,  Jr.,  74  S.  Fitzbugh  st 
E.  M.  Moore,  74  S.  Fitzbugb  st 
T.  T.  Moonev,  116  Sopbia  st 
E.  W.  Mulligan,  290  West  av 
W.  T.  Mulligan,  290  West  av 
P.  H.  Murpbv,  117  Lake  av 
J.  F.  Mulberin, 
H.  R.  Xettleton,  270  Lake  av 
E.  G.  Xugent,  78  S.  Fitzbugb  st 
Francis  J.  O'Brien,  441  Lake  av 
T.  A.  O'Hara,  97  State  st 

E.  S.  Olin,  178  Andrews  st 

I.  D.  Ozmun,  35  Clinton  av  S. 
John  E.  Ottawav,  Cbarlotte 

F.  Packer, 
A.  B.  Parker, 

E.  G.  Paxton,  113  Nortb  st 
Joseph  Pease, 

S.  Perrv,  103  S.  Fitzbugh  st 
H.  C.  Phillips,  166  Frank  st 
S.  A,  Pierce,  422  Monroe  av 

A.  S.  Pike,  296  Alexander  st 
Ida  Mav  Porter,  347  Monroe  av 
E.  B.  Potter,  State  Hospital 
M.  C.  Potter,  72  East  av 

Ezra  B.  Pratt,  Fairport 

B.  I.  Preston,  56  Meigs  st 
J.  Ready,  20  Gibbs  st 
Charles  Reitz,  149  Hudson  av 
A.  C.  Remington,  275  West  av 
Frederic  Remington,500  Powers  Bldg 
A.  L.  Richmond,  Morton 

C.  E.  Rider,  53  S.  Fitzbugh  st 
Wheelock  Rider,  53  S.  Fitzbugh  st 
A.  S.  Rockwell.  46  Elizabeth  st 
John  O.  Roe,  28  Clinton  av  N. 
Joseph  Robv,  129  S.  Fitzbugh  st 
L.  W.  Rose;  282  Alexander 'st 


J.  L.  Roseboom,  672  Main  st  E. 
Moses  Rosenberg,  308  Central  av 
S.  H.  Rosenthal, RocbesterCityHosp. 

E.  W.  Ruggles,  294  Alexander  st 
T.  D.  Rupert,  Geneva 

Martin  Rutherford,  117  Campbell  st 
H.  L.  St.  John,  116  N.  Goodman  st 

F.  H.  Sawers,  548  Lake  av 

H.  Schoonmaker,  Seneca  Falls 
Justin  Schoi)p,  Clinton  av  N. 
Q.  C.  Schuhart,  484  Clinton  av  N. 
H.  T.  Sedgwick, 
H.  P.  Sheldon,  139  Glenwood  av 
J.  T.  Sherman,  507  North  st 
Mary  Hadley  Smith,  72  East  av 
Mary  J.  Slaigbt,  79  Chestnut  st 
L.  E.  Slavton,  Spencer  port 
Albert  C/Snell,  138  S.  Fitzbugh  st 
N.  W.  Soble,  381  Andrews  st 
L.  J.  Somers,  52  Clinton  st  S. 
0.  T.  Stacv,  284  Alexander  st 
Wm.  Stanton,  Webster 
J.  A.  Stapleton,  74  East  av 
Marv  E.  Stark,  35  Chestnut  st 

D.  Starkev,  Chili 

C.  S.  Starr,  95  Nortb  st 

R.  L.  Stoddard,  35  Clinton  av  S. 
W.  G.  Stedman,  94  East  av 
Peter  Stockschlader,  646  South  av 
W.  W.  Strang, 

E.  V.  Stoddard,  68  S.  Washington  st 
J.  H.  Sullivan,  Charlotte 

J.  E.  Sutton,  Scottsville 
T.  O.  Tait,  374  Andrews  st 
M.  M.  Taplin,  77  Monroe  av 

D.  C.  Throop,  145  North  av 
Harriet  M.  Turner,  268  Alexander  st 
A.  W.  Thomas,  490  Lvdell  av 

C.  B.  W.  Thomas,  490  Lvdell  av 

F.  J.  Tunmore,  363  St.  Paul  st 
P.  G.  Udell,  Spencerport 

J.  C.  Urqubart,  oQ  North  st 
C.  A.  Vanderbeck,  16  Gibbs  st 
M.  D.  Van  Horn,  Churcbville 
L.  Allen  Walker,  343  West  av 
George  Waldron,  408  Plvmouth  st 
Wm.  T.  Wallace,  354  Central  av 
John  E.  Weaver,  385  Monroe  av 
Wm.  H.  Webb,  14  Windsor  st 
L.  A.  Weigel,  209  East  av 
Richard  K.  Wheeler,  210  Hudson  st 
J.  W.  Whitbeck,  322  East  av 
V.  A.  Wickens.  289  West  av 

E.  Whitcomb,  232  Main  st  E. 

G.  H.  White,  464.\  Plvmouth  av 
C.  W.  Wilbor,  763  St!  Paul  st 

H.  T.  Williams,  274  Alexander  st 
W.  W.  Williams,  Hilton 
Benjamin  Wilson,  101  Lake  av 
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W.  D.  Wollf,  62  Cumberland  st 
C.  D.  Wooden,  129  Frank  st 
Lettie  H.  Woodruff,  17  Tremont  st 


Charles  D.  Young,  5  Gibb  st 
F.  W.  Zimmer,  45  Monroe  av 
John  Zimmer,  53  Cumberland  st 
Number  of  Members,  263. 


Deceased :  Wallace  Sibley,  Rochester,  Oct.  28,  1900,  aet.  54 ;  William  H. 
Briggs,  Rochester. 

MEDICAL  SOCIETY  OF  THE  COUNTY  OF  MONTGOMERY. 

(Organized  July,  1806.) 

Meetings. — Annual,  second  Wednesday  in  December,  at  Fonda;  semi- 
annual, second  Wednesday  in  June,  at  Canajoharie ;  quarterly,  second 
Wednesday  in  September  and  March,  at  Amsterdam. 

Officers.     (December,  1900.) 
George  L.  Meyer,  President.  A.  V.  H.  Smith,  Vice-President. 


C.  M.  Klock,  Secretary. 


W.  J.  Peddie,  Treasurer. 


Delegate  to  State  Medical  Society :  Henry  L.  Furbeck. 


Members. 


Louis  Aiken,  Rockton 
Douglas  Ayres,  Fort  Plain 
Herman  Bauer,  Amsterdam 
Edmund  F.  Bronk,  Amsterdam 
I.  I.  Buckbee,  Fonda 
James  B.  Conant,  Amsterdam 
C.  E.  Congdon,  Fort  Plain 
C.  W.  De  Baun,  Fonda 
Wm.  H.  De  Lamater,  Minaville 
J.  R.  Fairbanks,  Amsterdam 
S.  H.  French,  Amsterdam 
H.  L.  Furbeck,  St.  Johnsville 
Archibald  Gilbert,  Amsterdam 
T.  G.  Hyland,  Amsterdam 
R.  G.  Johnson,  Amsterdam 
C.  M.  Klock,  St.  Johnsville 
John  W.  Kniskern,  Amsterdam 
S.  D.  Lewis,  Amsterdam 


Daniel  M.  McMartin,  Amsterdam 
George  L.  Meyer,  Stone  Arabia 
H.  M.  Murphy,  Amsterdam 
Wm.  J.  Peddie,  Fultonville 
Wm.  R.  Pierce,  Amsterdam 
Henry  W.  Post,  Fultonville 

E.  T.  Rulison,  Amsterdam 

F.  E.  Simons,  Canajoharie 
A.  y.  H.  Smith,  Amsterdam 
Charles  Stover,  Amsterdam 
M.  F.  Sweatman,  Amsterdam 
Peter  L.  Suits,  Tribe's  Hill 
D.  M.  Taylor,  Amsterdam 

C.  F.  Timmerman,  Amsterdam 
Christian  C.  Vedder,  St.  Johnsville 
Frederick  D.  Vickers,  Canajoharie 
S.  A.  Wessels,  Canajoharie 

Number  of  Members,  35. 


Deceased:  Augusta  A.  Steadman,  Amsterdam,  February  4, 1901,  set.  50. 

MEDICAL  SOCIETY  OF  THE  COUNTY  OF  NEW  YORK. 

Meetings. — Annual,  fourth  Monday  in  October ;  stated  meetings,  the 
fourth  Monday  in  each  month,  June,  July,  and  August  excepted,  at  the 
New  York  Academy  of  Medicine,  17  West  Forty-third  Street. 

Officers.    (1901.) 

George  B.  Fowler,  PresideM.  Charles  N.  Do wd,  1st  Vice- President. 

Irving  S.  Haynes,  2d  Vice-President.        John  S.  Warren,  Treasurer. 

John  V.  D.  Young,  Secretary.  Edmund  P.  Fowler,  Asst.  Secretary. 

Censors :  Frank  Van  Fleet,  Chairman  ;      H.  S.  Stearns,  Secretary  ; 
Robert  Lewi^,  Jr.,  Wendell  C.  Phillips, 

Louis  A.  Rodenstein. 

Committee  on  Discipline  :  H.  Holbrook  Curtis,  Chairman  ; 
W.  A.  Ewing,  Thomas  W.  Bickerton. 
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Committee  on  Hygiene  :  Henry  Dwight  Chapin,  Chairman; 
Theron  W.  Kilmer,  Crosby  C.  Whitman, 

John  J.  Moorhead. 


Committee  on  Audit 
H.  A.  Griffin, 


Prince  A.  ]\[orrow,  Chairman; 
William  K.  Otis. 


Counsel  for  the  Society :  Hill,  Stiircke  &  Andrews,  52  William  Street. 
Editor  of  Medical  Directory  :  Daniel  Lewis,  252  Madison  Avenue. 


Delegates  to  State  Medical  Society. 


Carl  Beck, 

John  S.  Billings,  Jr., 
J.  T.  Joseph  Bird, 
John  W.  Brannan, 
Joseph  Collins, 
Edwin  B.  Cragin, 
H.  Holbrook  Curtis, 
A.  Edward  Davis, 
D.  Bryson  Delavan, 
Edward  B.  Dench, 
J.  Clifton  Edgar, 
Bache  Emmet, 


George  B.  Fowler, 
Roland  G.  Freeman, 
Eugene  Fuller, 
J.  Edward  Giles, 
R.  H.  Greene, 
Oscar  H.  Holder, 
A.  M.  Jacobus, 
James  E.  Kelly, 
William  M.  Leszynsky, 
Robert  Lewis,  Jr., 
A.  E.  McDonald, 
Francis  H.  Markoe, 


James  F.  McKemon, 
Robert  C.  Myles, 
Lewis  K.  Neff, 
Henry  S.  Norris, 
Edward  S.  Peck, 
James  Pedersen, 
Henry  S.  Stearns, 
Ervin  A.  Tucker, 
George  M.  Tuttle, 
John  Vanderpoel, 
Fred.  Whiting. 


Members. 


Robert  Abbe,  13  W.  50th  st 
Samuel  V.  Abel,  656  Lexington  av 
Robert  Abrahams,  156  Clinton  st 
Onofrio  Abruzzo,  32  Sands  st.,  Brook- 
lyn 
Calvin  Thayer  Adams,  12  W.  33d  st 
John  L.  Adams,  24  E.  46th  st 
Robert  Staunton  Adams,  12  W.  33d  st 
Isaac  Alder,  12  E.  60th  st 
David  H.  Agan,  1074  Lexington  av 
J.  Francis  Aitken,  218  E.  35th  st 
John  Aldrich,  106  W.  81st  st 
Isidore  H.  Alexander,  206  2d  av 
Samuel  Alexander,  5  W.  58th  st 
Welcome  T.  Alexander,  St.  Nicholas 

av  and  W.  157th  st 
Ellice  Murdoch  Alger,  117  E.  26th  st 
Charles  Lewis  Allen,  State  Hospital, 

Trenton,  N.  J. 
Charles  W.  Allen,  30  E.  33d  st 
John  E.  Allen,  470  W.  144th  st 
Thomas   H.   Allen,  The   Glenmore, 

55th  st  and  7th  av 
Henry  Altshul,  153  W.  76th  st 
J.  R.  Alvarez,  1159  Park  av 
C.  G.  Am  Ende,  319  W.  45th  st 
Samuel  Patten  Ames,  206  W.  69th  st 
H.  A.  C.  Anderson,  118  E.  86th  st 
James  H.  Anderson,  62  University  pi 
Joseph  Anderson,  74  W.  92d  st 
Joseph  Alfred  Andrews,  107   Mad- 
ison av 
Frederick  C.  Anthes,  125  E.  83d  st 


S.  T.  Armstrong,  71  Meadow  Lane* 

New  Rochelle,  N.  Y. 
Robert  J.  Armstrong,  1804  Lexing- 
ton av 
William  Armstrong,  63  E.  55th  st 
Moses  Aronson,  101  7th  st 
Morris  J.  Asch,  5  W.  30th  st 
Edward  J.  Aspell,  357  W.  56th  st 
John  Aspell,  357  W.  56th  st 
Augustus  Assenheimer,  323  E.  51st  st 
Charles  Edwin  Atwood,  10  W.  16th  st 
David  P.  Austin,  12  W.  95th  st 
Ernest  W.  Auzal,  23  W.  53d  st 
Edward  A.  Avres,  23  W.  53d  st 
Winfield  Ayres,  112  W.  94th  st 
James  H.  Bache,  309  W.  51st  st 
Eugene  O.  Bachman,  312  W.  34th  st 
Gorham  Bacon,  47  W.  54th  st 
Pearce  Bailey,  4  W.  50th  st 
William     Seaman     Bainbridge,    34 

Gramercy  Park 
Henry  A.  Baker,  135  Broadwav 
Howard  Bieelow  Baker,  223  E.  48th  st 
Mercv  N.  Baker,  303  E.  18th  st 
Sara  J,  Baker,  8  W.  91st  st 
Helen  Baldwin,  53  E.  20th  st 
A.  Bravton  Ball,  42  W.  36th  st 
George  Martin  Ball,  365  W.  28th  st 
George  H.  Ballery,  76  W.  47th  st 
Henry  Balser,  606  E.  9th  st 
William  Balser,  218  E.  13th  st 
William  L.  Baner,  72  W.  45th  st 
Richard  T.  Bang,  139  W.  11th  st 
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L.  Bolton  Bangs,  31  E.  44th  st 
Francis  M.  Banta,  304  W.  12th  st 
Julius  Baran,  134  E.  79th  st 
Hj  aimer  V.  Barclay,  150  E.  71st  st 
Albert  C.  Bardes,  317  E.  13th  st 
Justin  L.  Barnes,  16  E.  43d  st 
Andrew  Linn  Barrett,  110  W.  118th  st 
C.  C.  Barrows,  8  W.  36th  st 
Daniel  E.  Barry,  447  Lexington  av 
Henry  S.  Bartholomew,  103  W.56th  st 
Frank  H.  Bartlett,  419  W.  147th  st 
William  A.  Bartlett,  7  W.  49th  st 
Joshua  L.  Barton,  57  E.  55th  st 
Simon  Baruch,  51  W.  70th  st 
Seymour  Basch,  695  Madison  av 
W.  H.  Bates,  50  E.  64th  st 
Frederick  M.  Bauer,  225  E.  86th  st 
Joseph  Baum,  157  E.  93d  st 
Ferdinand  Beach,  201  W.  44th  st 
Alexander  W.  Beck,  S5  E.  10th  st 
Carl  Beck,  37  E.  31st  st 
Philip  G.  Becker,  331  W.  18th  st 
John  N.  Beekman,  10  E.  12th  st 
Sarah  Belcher,  542  5th  av 
George  Huston  Bell,  54  E.  25th  st 
William  Duffield  Bell,  out  of  town 
Kussell  Bellamy,  210  W.  57th  st 
Charles  S.  Benedict,  310  W.  102d  st 
Walter  Bensel,  282  Amsterdam  av 
George  K.  Bentz,  309  E.  86th  st 
T.  Passmore  Berens,  101  Park  av 
Adelbert  B.  Berk,  St.  Paul  Building, 

cor.  Ann  and  Broadway 
William  N.  Berkeley,  121  E.  26th  st 
Jose  Marie  De  Bermingham,  113  W. 

43d  st 
Inslee  H.  Berry  166  W.  22d  st 
John  Bettini-Moise,  234  W.  42d  st 
John  A.  Beuermann,  1891  Lexington 

ave 
Thos.W.Bickerton,  556  West  End  av 
Warren  Stone  Bickham,  922   Mad- 
ison av 
Frederic  Bierhoff,  717  Madison  av 
Augustus  E.  Bieser,  314  W.  58th  st 
George  Bieser,  186  W.  102d  st 
Horace  Bigelow,  17  E.  38th  st 
Andrew  J.  Bilhoefer,  79  E.  116th  st 
John  Haskill  Billings,  321  Lexing- 
ton av 
John  Sedgwick  Billings,  32  E.  53d  st 
Cornelius  E.  Billington,  85  Madison 

av 
Arthur  Bird,  66  W.  38th  st 
J.  T.  Joseph  Bird,  236  W.  123d  st 
Ernest  E.  Birkins,  84  W.  120th  st 
Joseph  N.  Bishop,  12  W.  38th  st 
Louis  Faugeres  Bishop,  54  W.  55th  st 
Joseph  B.  Bissell,  15  W.  58th  st 


Mary  Taylor  Bissell,  21  W.  44th  st 
Carrie  L.  Black,  114  W.  123d  st 
Edith  B.  Blackwell,  139  W.  64th  st 
Emily  Blackwell,  53  E.  20th  st 
Joseph  A.  Blake,  601  Madison  av 
Marcus  I.  Blank,  1525  Madison  av 
Ernesto  S.  L.  Blasucci,  302  E.  14th  st 
Alonzo  Blauvelt,  338  W.  12th  st 
Asher  Bleiman,  206  E.  48th  st 
George  D.  Bleything,  27  E.  81st  st 
Moritz  Bloch,  337  E.  58th  st 
Frank  Jefferson   Blodgett,   140   W. 

72dst 
Selina  Bloom,  542  5th  av 
Herman  H.  F.  Boeker,  227  E.  57th  st 
Belmont  de  Forest  Bogart,  172  W. 

79th  st 
George  W.  Bogart,  139  E.  47th  st 
Sylvester  S.  Bogart,  219  E.  17th  st 
Edward  A.  Bogue,  63  W.  48th  st 
Herman  J.  Boldt,  39  E.  61st  st 
J.  Artnur  Both,  46  W.  49th  st 
R.  O.  Born,  23  W.  35th  st 
Francke  H.  Bosworth,  41  Park  av 
David  Bovaird,  126  W.  58th  st 
James  W.  Bowden,  309  Broadway 
Fred.  J.  Bowles,  146  W.  93d  st 
William  A.  Bovd,  362  Willis  av 
Arthur  Albert  Boyer,  27  W.  34th  st 
Arthur  I.  Boyer,  Morris  Heights 
Perry  S.  Boynton,  103  W.  84th  st 
Nathan  G.  Bozeman,  462  Jersey  av, 

Van  Vorst  sq,  Jersey  City 
C.  Cole  Bradley,  51  W.  50th  st 
Simeon     C.    Bradley,    Marion     av, 

Fordham 
William  L.  Bradley,  119  W.  75th  st 
Laban  L.  Bradshaw,  55  E.  72d  st 
Simon  Michael  Brainin,  44  E.  112thst 
William  P.  Brandagee,  17  W.  46th  st 
John  Winters  Brannan,  11  W.  12th  st 
John  H.  Branth,  183  W.  87th  st 
James  A.  Breakall,  249  W.  52d  st 
Nathan  Breiter,  172  E.  72d  st 
Samuel  K.  Bremner,  163  W.  73d  st 
Joseph  Brettauer,  45  E.  64th  st 
Charles  Brewer,  136  W.  66  th  st 
Wm.  J.  Bricklemaier,  24  W.  32d  st 
Samuel  M.  Brickner,  136  W.  85th  st 
Walter  M.  Brickner,  30  W.  92d  st 
Arlanden  C.  Briggs,  344  W.  28th  st 
P.  Briganti,  206  2d  av 
Nathan  E.  Brill,  48  W.  76th  st 
Morris  W.  Brinkmann,  73  E.  92d  st 
E.  L.  Macomb  Bristol,  46  W.  35th  st 
George  L.  Broadhead,  60  W.  58th  st 
Edward  B.  Bronson,  123  W.  34th  st 
G.  Frederick  Brooks,  The  Avonmore, 

Broadway  between  74th  and  75th  st 
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Harlow  Brooks,  44  W.  9tli  st 
Henry  T.  Brooks,  N.  Y.  Tost-Gradu- 

ate  Hospital,  20th  st  and  2d  av 
William  R.  Bross,  120  Broadway 
Abram  Brothers,  112  E.  Gist  st 
Samuel  F.  Brothers,  227  Madison  av 
Wm.  R.  Brouo;hton,  345  Madison  av 
Leroy  Broun,  70  W.  82d  st 
Walter  B.  Brouner,  256  W.  12th  st 
Ephraim  K.  Browd,  257  E.  Broadway 
Augustus  H.  Brown,  262  W.  136th  st 
Dillon  Brown,  40  E.  57th  st 
Ethel  Dotv  Brown,  128  Lexington  av 
F.  Tilden  Brown,  14  E.  58th  st 
J.  Morris  Brown,  391  Wasliington  st 
Lewis  H.  Brown,  573  E.  156th  st 
Richard  Ewell  Brown,  144  W.  44th  st 
Samuel  A.  Brown,  11  W.  45th  st 
W.  Bedford  Brown,  214  W.  44th  st 
Charles  E.  Bruce,  176th  st  and  Am- 
sterdam av 
Albert  F.  Brugman,  1845  7th  av 
Edward  F.  Brush,  320  S.  5th  av,  Mt. 

Vernon 
J.  Conger  Bryan,  351  W.  48th  st 
Joseph  D.  Bryant,  54  W.  36th  st 
Louise  Fiske  Brvson,  out  of  town 
Augustus  F.  Buchler,  124  W.  58th  st 
Albert  H.  Back,  48  W.  40th  st 
Francis  D.  Buck,  158  W.  48th  st 
Charles  A.  Bucklin,  237  W.  45th  st 
Thomas  Bellows  Buffum,  2337  Broad- 
way 
L.  Duncan  Bulklev,  4  E.  37th  st 
Charles  Steadman  Bull,  47  W.  36th  st 
William  T.  Bull,  35  W.  35th  st 
William  E.  Bullard,  Larchmont-on- 

the-Sound 
W.  Duff  Bullard,  302  Madison  av 
William  M.  Bullard,  302  Madison  av 
John  A.  Bullinger,  120  E.  57th  st 
C.Percival  Bulson,  252  W.  135th  st 
T.  Hamilton  Burch,  106  W.  57th  st 
L.  Burgheim,  176  E.  79th  st 
Theodore  R.  Burgtorf,  93  2d  av 
Michael  Joseph  Burke,  164  Hester  st 
Arnold  Burkelman,  3  Charlton  st 
Herbert  D.  Burnham,  315  Lenox  av 
Frederick  A.  Burrall,  48  W.  17th  st 
Maurice  J.  Burstein,  179  Henry  st 
Stephen  Smith  Burt,  21  W,  32d  st 
J.  H.  Burtenshaw,  381  West  End  av 
Thomas  W.  Busche,  241  E.  18th  st 
Pine  E.  Bush,  45  Charlton  st 
Charles  H.  Bushong,  Denver,  Col 
George  H.  Butler,  964  5th  av 
H.  Hoyle  Butts,  313  Madison  av 
Joseph  Henrv  Bvrne,  345  W.  51st  st 
Caroline  A.  Cabot,  2643  Broadwav 


Follen  Cabot,  128  E.  38th  st 
John  Cabot,  2643  Broadwav 
Herbert  W.  F.  Cady,  25  W,  3Gth  st 
Augustus  Caillc,  753  Madison  av 
Peter  A.  Callan,  35  W.  38th  st 
D.  ]\L  Cammann,  19  E.  33d  st 
George  B.  Campbell,  Ward's  Island 
George  F.  Carey,  142  E.  19th  st 
William  Merle  D'Aubigne  Carhart, 

252  Madison  av 
Chester  L.  Carlisle,  Manhattan  State 

Hospital 
Robert  J.  Carlisle,  44  W.  48th  st 
Albro  R.  Carman,  27  W.  127th  st 
Sydney  H.  Carnev,  14  W.  130th  st 
Svdney  H.  Carnev,  Jr.,  14  W.  130th  st 
Alfred  C.  Carpenter,  219  E.  19th  st 
Elon  N.  Carpenter,  110  W.  57th  st 
Frank  B.  Carpenter,  The  AUston,  17 

E.  38th  st 
David  C.  Carr,  69  W.  126th  st 
Walter  Lester  Carr,  68  W.  51st  st 
Joseph  S.  Carreau,  out  of  town 
C.  C.  Carroll,  21  E.  24th  st 
Curtis  B.  Carter,  105  W.  71st  st 
De  Lancev  Carter.  1030  Park  av 
H.  Skelton  Carter;  130  E.  24th  st 
Henrv  Walton  Carter,  148  E.  35th  st 
Wm.  W.  Carter,  20  E.  45th  st 
J.  Henrv  Carver,  38  W.  34th  st 
James  W.  Cassell,  152  W.  132d  st 
Frederick  A.  Castle,  51  W.  58th  st 
Wm.  H.  Caswell,  201  W.  55th  st 
Clinton  H.  Catherwood,  58  W.  58th  st 
Charles  M.  Cauldwell,  16  W.  54th  st 
George  Cerio,  Island  Capri,  Italv 
Edwin  R.  Chadbourne,  24  W.  25th  st 
Edwin  C.  Chamberlain,  4  W.  84th  st 
Frank  W.  Chamberlain,  139  Convent 

av 
P.  Flewellen  Chambers,  49  W.  57th  st 
George  F.  Chandler,  33  W.  12th  st 
Amory  Chapin,  N.  Y.  Athletic  Club 
Henry  Dwight  Chapin,  51  W.  51st  st 
Warren  B.  Chapin,  52  W.  104th  st 
Sophia  Chapman,  107  E.  23d  st 
Walter  Franklin  Chappell,7E.  55th 

st 
George  T.  Chase,  238  W.  127th  st 
William  Earle  Chase,  139  E.  47th  st 
Jean  F.  Chauveau,  31  W.  60th  st 
Jean  F.  Chauveau,  Jr., 31  W.  60th  st 
Hobart  Cheesman,  171  W.  95th  st 
Timothy  M.  Cheesman,  46  E.  29th  st 
T.  M.  L.  Chrvstie,  1748  Broadway 
Frank  Churchill,  317  E.  86th  st  * 
Arthur  H.  Cilley,  130  E.  36th  st 
John  H.  Clairborne,  39  W.  36th  st 
James  B.  Clark,  46  W.  48th  st 
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William  Brewster  Clark,  50  E.  31st  st 
Walter  James  Clark,  2297  7th  av 
Trumbull  W.  Clevelaad,  45  W.SOth  st 
Margaret  A.  Cleaves,  79  Madison  av 
James  B.  Clemmons,  19  E.  38th  st 
Geo.  Place  Clements,  68  W.  118th  st 
Clement  Cleveland,  59  W.  38th  st 
Seth  D.  Close,  636  E.  143d  st 
Meredith  Clymer,  65  W.  38th  st 
Cornelius  G.  Coakley,  11  W.  45th  st 
George  H.  Cobb,  S.  Orange,  N.  J. 
Henry  C.  Coe,  8  W.  76th  st 
Lewis  A.  Coffin,  145  W.  12th  st 
Henry  Coggeshall,  102  E.  57th  st 
Felix  Cohn,  717  Madison  av 
Louis  Cohn,  1242  Madison  av 
Salo  Cohn,  169  E.  80th  st 
Carter  S.  Cole,  122  W.  73d  st 
Palmer  C.  Cole,  254  W.  4  2d  st 
Warren  Coleman,  5  W.  30th  st 
Wm.  B.  Coley,  5  Park  av 
Christopher  J.  Colles,  14  E.  31st  st 
Howard  P.  Collins,  Hot  Springs,  Ark. 
Chas.  Farnham  Collins,  50  W.  55th  st 
Joseph  Collins,  47  W.  38th  st 
Herman  L.  Collyer,  109  E.  54th  st 
Frank  C.  Combes,  165  E.  116th  st 
Howard  0.  Comegys,  170  E.  96th  st 
John  E.  Comfort,  1315  Franklin  av 
Henrv  A.  Cone,  709  Madison  av 
Lewis  A.  Conner,  48  W.  49th  st 
Henry  Eock  Connor,  240  W.  34th  st 
William  S.  Conover,  240  W.  132d  st 
Herbert  L.  Constable,  30  W.  45th  st 
George  W.  Conterno,  1  Charlton  st 
Edmund  H.  Cook,  Flushing,  L.  I. 
Finley  E.  Cook,  5  Park  av 
Stephen  G.  Cook,  111  W.  12th  st 
J.  Leonard  Corning,  53  W.  38th  st 
John  B.  Cosby,  215  W.  44th  st 
Garrett  Cosine,  15  W.  125th  st 
Gregory  Costigan,  351  W.  32d  st 
Mary  H.  Cotton,  116  W.  123d  st 
John  H.  Coughlin,  303  E.  Broadway 
William  Cowen,  35  E.  60th  st 
Edwin  B.  Cragin,  62  W.  50th  st 
Floyd  M.  Crandall,  113  W.  95th  st 
George  W.  Creevey,  515  Madison  av 
Patrick  W.  Cremin,  848  Lexington  av 
Antonio  M.  Crispin,  214  E.  69th  st 
Wellington   A.  Crofoot,  Manhattan 

State  Hospital 
John  J.  Cronin,  433  W.  51st  st 
James  King  Crook,  783  Madison  av 
Michael  F.  J.  Crowley,  304  7th  av 
William  L.  Culbert,  118  Madison  av 
Frederick  W.  Culler,  35  W.  60th  st 
Dorwin  Le  Eoy  Culver,  1869  7th  av 
Everett  Mallory  Culver,  36W.  35th  st 


Eichard   H.   Cunningham,    200   W. 

56th  st 
Martin  W.  Curran,  154  E.  72d  st 
Stanley  D.  Curran,  66  W.  99th  st 
Andrew  F.  Currier,  321  Lexington  av 
B.  Farquhar  Curtis,  7  E.  41st  st 
Charles  T.  Curtis,  158  W.  106th  st 
Edward  Curtis,  33  W.  69th  st 
H.  Holbrook  Curtis,  118  Madison  av 
John  G.  Curtis,  327  W.  58th  st 
Elizabeth  Cushier,  53  E.  20th  st 
William  F.  Cushman,  172  9th  ave 
Coleman  Ward  Cutler,  36  E.  33d  st 
Condict  W.  Cutler,  135  W.  76th  st 
Markar  G.  Dadirrian,  73  Lexington 

av 
Eobert  M.  Daley,  117  E.  27th  st 
Alexander  Dallas,  Bayonne,  N.  J. 
Wm.  E.  I.  Dalton,  lOi  Convent  av 
Charles  L.  Dana,  50  W.  46th  st 
Samuel  W.  Dana,  162  W.  94th  st 
Annie  S.  Daniel,  327  E.  15th  st 
Frank  H.  Daniels,  103  W.  122d  st 
Frederick  Danne,  44  W.  50th  st 
Thomas  Darlington,  Jr.,  Kingsbridge 
Karl  Dauber,  121  E.  60th  st 
Joseph  Davidson,  307  E.  82d  st 
O.  C.  S.  Davies,  Augusta,  Maine 
John  P.  Davin,  117  W.  76th  st 
Albert  A.  Davis,  119  E.  62d  st 
Asa  Barnes  Davis,  42  E.  35th  st 
A.  Edward  Davis,  42  E.  41st  st 
Francis  Wm.  Davis,  211  W.  12th  st 
E.  Webster  Davis,  153  W.  44th  st 
Willis  0.  Davis,  2405  7th  av 
E.  H.  M.  Dawbarn,  105  W.  74th  st 
Hughes  Dayton,  126  W.  48th  st 
William  C.Deane,  114  E.  60th  st 
William  B.  De  Garmo,  56  W.  36th  st 
A.  C.  Delacroix,  Ward's  Island 
Francis  Delafield,  12  W.  32d  st 
D.  Bryson  Delavan,  1  E.  33d  st 
Eden  V.  Delphey,  404  W.  57th  st 
William  C.  Deming,  Westchester 
Edward  B.  Dench,  17  W.  46th  st 
Levi  J.  Denchfield,1791  Lexington  av 
Charles  E.  Denhard,  90  Madison  st 
Eudolph  Denig,  30  W.  59th  st 
William  Sawyer  Den  net,  8  E.  49th  st 
Frederic  S.  Dennis,  542  Madison  av 
Emmet   C.   Dent,  Manhattan   State 

Hospital,  Ward's  Island 
Myron  Preston  Denton,  33  E.  33d  st 
Louis  De  Plasse,  27  &  29  E.  27th  st 
Eichard  H.  Derby,  9  W.  35th  st 
Leonard  A.  Dessar,  156  W.  58th  st 
S.  Henry  Dessau,  144  W.  85th  st 
J.  Harvie  Dew,  252  W.  54th  st   • 
John  M.  Dexter,  109  W.  87th  st 
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A.  Britton  Deynard,  383  W.  51st  st 
R.  G.  L.  Diffenbach,  224  E.  48th  st 
Frederick    H,    Dillingham,   7G   W. 

85th  st 
Joseph  A.  Dillon,  967  Lexington  av 
George  A.  Dixon,  15  W.  49th  st 
George  S.  Dixon,  124  Lexington  av 
Chas.  H.  Dockstader.  281  W.  118th  st 
Frederick  E.  D'Oench,  12  E.  28th  st 
Wm.    Elliott    Dold,    100    State    st, 

Chicago,  111. 
John  H.  Dorn,  39J  Washington  sq,  S. 
John  Doming,  111  W.  48th  st 
George  E.  Doty,  216  W.  38th  st 
Jas.  Stewart  Doubleday,  Amityville, 

L.  I. 
Daniel  S.  Dougherty,  352  W.  42d  st 
Henry  B.  Douglas,  121  E.  36th  st 
John  Douglas,  145  W.  81  st 
O.  B.  Douglas,  123  E.  36th  st 
Edmund  Le  Roy  Dow,  49  W.  57th  st 
Charles  N.  Dowd,  135  W.  73d  st 
William  A.  Downes,  24  W.  36th  st 
Martin  Downey,  119  E.  26th  st 
William  F.  Drake,  113  W.  76th  st 
William  K.  Draper,  116  E.  38th  st 
Henry  S.  Drayton,  70  5th  av 
Alexander  Duane,  49  E.  30th  st 
A.  Palmer  Dudley,  678  Madison  av 
Arthur  B.  Duel,  254  Madison  av 
Walter  A.  Dunckel,  150  W.  44th  st 
Edward  K.  Dunham,  338  E.  26th  st 
Theodore  Dunham,  305  W.  76th  st 
Thomas  J.  Dunn,  2735  Webster  av 
John  Franklin  Dunsieth,  354  W.  42d 

st 
Milo  M.  Dunton,  37  7th  st 
Ghislani  Durant,  out  of  town 
Albert  Durham,  10  W.  16th  st 
Jonathan  Dwight,  Jr.,  2  E.  34th  st 
John  Dwver,  182  E.  111th  st 
Robert  W.  Eastman,  140  W.  76th  st 
Louise  Eaton,  483  W.  145th  st 
Martin  J.  Echeverria,  141  W.  73d  st 
George  M.  Edebohls,  59  W.  49th  st 
J.  Clifton  Edgar,  50  E.  34th  st 
James  Ives  Edgerton,  36  W.  35th  st 
William  H.  Eagan,  371  W.  32d  st 
Paul  Ehrhart,  351  W.  29th  st 
Anton  Eidenbenz,  361  W.  51st  st 
Max  Einhorn,  20  E.  63d  st 
M.  Elezarian,  52  E.  31st  st 
Ellsworth  Elliot,  48  W.  36th  st 
Charlotte  E.  Ellarlson,  221  E.  32d  st 
George  R.  Elliot,  48  E.  26th  st 
George  T.  Elliot,  36  E.  35th  st 
C.  Ruxton  Ellison,  206  E.  116th  st 
Saram  R.  Ellison,  118  W.  103d  st 
Chas.  Albert  Elsberg,  105  E.  57th  st 


Charles  P.  Elwert,  47  W.  16th  st 
Albert  H.  Ely,  47  W.  56th  st 
Leonard  W.  Ely,  32  W.  88th  st 
J.  Seymour  Eraans,  221  E.  19th  st 
J.  Baxter  Emerson,  20  E.  30th  st 
J.  H.  r.merson,  81  Madison  av 
Frank  U.  Emmert,  110  W.  132d  st 
Bache  Emmet,  18  E.  30th  st 
John  Duncan  Emmet,  91  Madison  av 
Thos.  Addis  Emmet,  91  Madison  av 
Floyd  B.  Ennist,  248  W.  105th  st 
Henry  C.  Eno,  Saugatuck,  Conn. 
John'F.  Erdmann,  60  W.  52d  st 
Michael  Erlwein,  1349  Columbus  av 
Peter  H.  Ernst,  141  E.  16th  st 
Henry  Ettinger,  2150  5th  av 
Julius   Augustus   Escobar,   220    W. 

121st  st 
Evan  M.  Evans,  68  W.  46th  st 
G.  A.  Evans,  337  W.  15th  st 
Samuel  M.  Evans,  115  E.  39th  st 
Frank  J.  Eversfield,  226  W.  21st  st 
Herman  C.  Evarts,  Long  Island  State 

Hospital,  Kinsr's  Park,  L.  I.  City 
James  Ewing,  260  W.  57th  st 
W.  A.  Ewing,  134  W.  58th  st 
Chas.  O.  Fairbank,  Petrolia,  Ont. 
Edgar  Horace  Farr,  337  W.  46th  st 
J.  N.  Farrar,  1271  Broadway 
J.  O.  Farrington,  1991  Madison  av 
William  H.  Farrington,  Astor  House 
M.  B.  Feeney,  30  E.  7th  st 
Israel  Feinberg,  1716  Madison  av 
S.  Feinberg,  148  E.  81st  st 
Benson  M.  Feldman,  170  E.  79th  st 
Elisha  Fenn,  1892  Lexington  av 
John  E.  Ferdinand,  Cliffside  Park, 

Bergen  Co.,  N.  J. 
James  Alexander  Ferguson,  34  Lind 

av.  High  Bridge 
Frank  Ferguson,  20  W.  38th  st 
James  F.  Ferguson,  168  Lexington  av 
Jeremiah  S.  Ferguson,  330  W.  28th  st 
James  Bruce  Ferguson,  123  E.  19th  st 
Jose  M.  Ferrer,  441  Park  av 
Albert  Warren  Ferris,  343  Madison  av 
Frank  S.  Fielder,  33  W.  93d  st 
Roberta  Lee  Fielding,  20  E.  78th  st 
William  J.  Fields,  250  W.  88th  st 
Edward  B.  Finch,  9  W.  24th  st 
Charles  S.  Fischer,  152  W.  57th  st 
Chas.  S.  Fischer,  Jr.,  201  W.  118th  st 
Louis  Fischer,  65  E.  90th  st 
Siegfried  Fischer,  314  E.  15th  st 
Gustav  Grant  Fischlowitz,  1298  Lex- 
ington av 
Edward  D.  Fisher,  42  W.  45th  st 
Arthur  Fishmann,  118  Rivington  st 
Arthur  Lyman  Fisk,  41  W.  50th  st 
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James  Porter  Fiske,  1692  Broadwa) 
Allen  Fitch,  38  W.  56tli  st 
Alston  Fitts,  350  W.  58tli  st 
Fred.  J.  C.  Fitzgerald,  624  Lexing- 
ton av 
Martin  J.  Fleming,  132  Lexington  av 
Walter  M.  Fleming,  Hotel  Imperial 
Frederic  H.  Floy,  175  W.  88th  st 
William  F.  Fluhrer,  479  5th  av 
Francis  Foerster,  926  Madison  av 
John  P.  Foland,  511  Hudson  st 
Edward  Milton  Foote,  70  W.  35th  st 
Henry  Hall  Forbes,  96  Park  av 
Charles  M.  Ford,  218  W.  135th  st 
James  C.  Ford,  233  E.  104th  st 
John  A.  Fordyce,  66  Park  av 
Matthias  L.  Foster,  542  5th  av 
John    Fourness-Brice,   White    Star 

Dock,  foot  of  W.  10th  st 
Edmund  P.  Fowler,  18  E.  58th  st 
Edward  Payson  Fowler,  38  W.  40th 

st 
George  B.  Fowler,  18  E.  58th  st 
Samuel  W.  Fowler,  116  W.  103d  st 
Andrew  Jackson  Fox,  120  Broadway 
George  Henry  Fox,  18  E.  31st  st 
Joseph  Fraenkel,  46  E.  75th  st 
Isaiah  Frank,  347  E.  49th  st 
John  Frank,  221  E.  86th  st 
Pedro  Franc  ke,  28  W.  45th  st 
Edward  Frankel,  217  E.  17th  st 
J.  H.  Frankenberg,  56  E.  73d  st 
Herman  C.  Frauenthal,  783  Lexing- 
ton av 
George  C.  Freeborn,  215  W.  70th  st 
John  Freeland,  45  W.  32d  st 
Alpheus  Freeman,  123  E.  74th  st 
Eoland  G.  Freeman,  205  W.  57th  st 
Wolff  Freudenthal,  1003  Madison  av 
Moosha  B.  Fried,  333  Willis  av 
Edward  Fridenberg,  242  Lenox  av 
Percy  H.  Fridenberg,  60  W.  76th  st 
Samuel  Friedman,  311  E.  50th  st 
David  Froehlich,  117  E.  80th  st 
Eichard  Frothingham,  60  W.  56th  st 
Frederick  L.  Fuchs,  10  St.  Mark's  pi 
Joseph  E.  Fuld,  169  E.  82d  st 
Eugene  Fuller,  252  Lexington  av 
Robert  M.  Fuller,  136  W.  42d  st 
William  Furness,  271  W.  134th  st 
George  Clarence  Gage,  47  W.  49th  st 
Anna  M.  Galbraith,  128  W.  71st  st 
A.  Ernest  Gallant,  60  W.  56th  st 
Samuel  G.  Gant,  58  W.  56th  st 
Alfred  W.  Gardiner,  325  W.  89th  st 
Henry  J.  Garrigues,  107  E.  62d  st 
Evelyn  Garrigues,  18  W.  103d  st 
Edwin  Van  D.  Gazzam,  221  W.  57th 

Bt 


James  Belden  Gere,  181  W.  87th  st 
Arpad  G.  Gerster,  34  E.  75th  st 
Albert  C.  Gevser,  844  E.  165th  st 
W.  Travis  Gibb,  55  W.  38th  st 
Virgil  P.  Gibney,  16  Park  av 

C.  Langdon  Gibson,  48  W.  49th  st 
Lewis  M.  Gibson,  158  W.  81st  st 
Walter  C.  Gilday,  130  W.  36  th  st 

J.  Edward   Giles,  United  Charities 

Building,  4th  av  and  22d  st 
W.  Whitehead  Gilfillan,  24  W.  59th 

st 
Walter  E.  Gillette,  24  W.  40th  st 
Francis  Ginnasi,  118  Macdougal  st 
Jos.  Wm.  Gleitsmann,  46  E,  25th  st 
Samuel  Gliick,  1041  Madison  av 
A.  Lawrence  Gnichtel,  343  W.  46th  st 
George  H.  Godson,  301  W.  114th  st 
Harry  D.  Goetschius,  147  E.  51st  st 
J.  Eiddle  Goffe,  22  E.  35th  st 
Hermpn  Goldenburg,  50  E.  58th  st 
S.  Ormond  Goldan,  225  W.  45th  st 
Marcus  K.  Goldsmith,  1704  Lexing- 
ton av 
Wm.  Ainslie  Goodall,  565  E.  158th  st 
Abraham  L.  Goldwater,  6Q  E.  112th  st 
Thomas  A.  Gonzales,  1368  Lexing- 
ton av 
Abraham  L.  Goodman,  259  E.  113th 
st 

D.  H.  Goodwillie,  154  W.  34th  st 
Bernard  Gordon,  152  Henry  st 
John  D.  Gorman,  326  E.  67th  st 
Orren  A.  Gorton,  Sherburne,  Che- 
nango Co 

Wm.  S.  Gottheil,  144  W.  48th  st 
J.  Adelphi  Gottlieb,  304  W.  104th  st 
David  Bartlett  Gould,  225  W.  15th  st 
Sidnev  S.  Graber,  185  E.  71st  st 
Egbert  H.  Grandin,  36  E.  58th  st 
Gabriel  Grant,  22  E.  49th  st 
Eollin  B.  Gray,  202  W.  81st  st 
John  G.  W.  Greeff,  24  W.  91st  st 
Eobert  Holmes  Greene,  47  W.  38th  st 

E.  Harrison  Griffin,  Lawrence,  L.  I. 
Henry  Arthur  Griffin,  37  W.  52d  st 
Henry  Griswold,  42  W.  35th  st 
Morris  Gross,  108  Eivington  st 
Emil  Gruening,  109  E.  23d  st 
Arago    J.   Guck,    401    Hancock   st, 

Brooklyn 
Arthur  E.  Guerard,  150  W.  132d  st 
Eamon  Guiteras,  63  W.  54th  st 
Josephus  H.  Gunning,  640  Madison 

av 
J.  Henry  Guntzer,  345  E.  86th  st 
William  C.  Guth,  253  E.  7 1st  st  . 
Frederick  Guttman,  137  W.  116th  st 
John  Guttman,  333  E.  4th  st 
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Fred.  W.  Gwyer,  130  E.  38th  at 
Charles  A.  Habersack,  840  Trinity  av 
Alexander  Hadden,  155  E.  51st  st 
Henry  Ewing  Hale,  Jr.,  515  Madison 

av 
William  H.  Hall,  129  E.  54th  st 
Silas  F.  Hal  leek,  36  E.  65th  st 
Luther  R.  Hallock,  155  W.  129th  st 
Frank  S.  Halsey,  123  W.  69th  st 
Robert  H.  Halsey,  301  E.  20th  st 
David  J.  Hamburg,  159  W.  118th  st 
Allan  McLane  Hamilton,  44  E.  29th 

st 
George  D.  Hamlen,  8  W.  36th  st 
Graeme  M.  Hammond,  58  W.  45th  st 
Irwin  H.  Hance,  Lakewood,  N.  J. 
Edward  Eliot  Harris,  33  W.  93d  st 
Thomas  J.  Harris,  117  E.  40th  st 
Calvin  L.  Harrison,  346  Broadway 
George  T.  Harrison,  221  W.  23d  st 
Jacob  Hartmann,  243  W.  39th  st 
John  A.  Hart  well,  50  E.  5th  st 
William  Henrv  Haskin,  22  E.  41st  st 
Louis  Haupt,  232  E.  19th  st 
Foster  S.  Haven,  143  W.  6l3t  st 
Clarence   F.   Haviland,   Manhattan 

State  Hospital 
Walker  A.  Hawes,  101  E.  62d  st 
James  R.  Haydeu,  107  W.  55th  st 
William  Van  V.  Hayes,  10  E.  43d  st 
Irvina"  S.  Haynes,  1125  Madison  av 
Allen^Hazen,  174  W.  87th  st 
Henry  C.  Hazen,  66  W.  56th  st 
Joseph  S.  Healy,  Kingsbridge 
Jesse  W.  Hedden,  147  E.  21st  st 
Anton  Hegar,  Manhattan  State  Hos- 
pital 
John  F.  Heim,  259  E.  71st  st 
Henry  Heiman,  56  W.  120th  st 
Louis  Heitzman,  39  W.  45th  st 
Reuben  Johnson  Held,  135  W.  34th  st 
Herman  Hellenstein,  275  7th  av 
J.  Julio  Henna,  8  W.  40th  st 
John  P.  Henrv,  329  W.  58th  st 
Nelson  H.  Heiarv,  48  W.  11th  st 
Harry  B.  Henson,  318  W.  126th  st 
Henry  Herman,  937  Madison  av 
Justin  Herold,  325  E.  87th  st 
Everett  Herrick,  126  Madison  av 
William  P.  Herrick,  23  W.  54th  st 
Christian  A.  Herter,  819  Madison  av 
Alfred  A.  Herzfeld,  214  W.  24th  st 
Emil  Heuel,  350  Willis  av,  n  142d  st 
Frank  Heuel,  26  Irving  pi 
Marcus  B.  Heyman,  1  Madison  av 
George  Hevwood,  31  W.  33d  st 
William  E.   Hibbard,  90  Broad  st. 

Providence,  R.  I. 
Russell  A.  Hibbs,  136  Madison  av 


Charles  N.  Hickey,  151  E.  34th  st 
Elias  Peter  Hicks,  940  Flatbu.sh  av, 

Brooklyn 
Joseph  J.  Higgins,  159  W.  64th  st 
Edmund  Yard  Hill,  111  W.  71st  st 
John  Augustus  Hill,  Ward's  Island 
Thomas  J.  Hill  is,  51  Charlton  st 
Alfred  K.  Hills,  669  5th  av 
Arthur  T.  Hills,  129  W.  81st  st 
Adolph  A.  Hiniowich,  130  Henry  st 
Gardner  Hirons,  131  W.  136th  st 
William  Hirsch,  53  E.  60th  st 
Charles  Hitchcock,  57  W.  36th  st 
Edwin  F.  Hitchcock,  72  W.  87th  st 
Urban  G.  Hitchcock,  51  W.  29th  st 
Ward  B.  Hoag,  146  W.  87th  st 
Auirier  Bailv  Hobbs,  206  W.  86th  st 
John  Hoch,*162  E.  64th  st 
Emanuel  Hochheimer,  71  E.  91st  st 
Emil  W.  Hoeber,  612  Lexington  av 
Julius  L.  P.  Hoffman,  111  2d  av 
Charles  Hoffman,  1219  Madison  av 
Edwin  Hohues,  269  Lexington  av 
Ward  A.  Holden,  60  W.  39th  st 
Oscar  Howe  Holder,  66  Park  av 
Thomas  H.  Holgate,  206  W.  14th  st 
Austin  W.  Hollise,  111  W.  47th  st 
Frank  C.  Hollister,  264  W.  77th  st 
George  W.  Holmes,  Hotel  Cadellac 
John  F.  Holmes,  1043  Boston  Road 
Martha  C.  Holmes,Waterbury,  Conn. 
L.  Emmett  Holt,  15  E.  54th  st 
Oscar  P.  Honegger,  171  E.  71st  st 
Franklin  P.  Hoover,  145  W.  45th  st 
George  B.  Hope,  133  W.  72d  st 
Frank  Hopkins,  200  W.  113th  st 
J.  Swinburne  Hopkins,  52  W.  84th  st 
John  Horn,  221  E.  17th  st 
Lucius  W.  Hotchkiss,  24  E.  54th  st 
E.  Russell  Houghton,  103  W.  91st  st 
H.  Sevmour  Houghton,  301  W.  88th 

st 
William  Norris  Hubbard,'53  W.  54th 

st 
Marvin  D.  Hubbell,  236  W.  136th  st 
Lester  Mead  Hubby,  40  W.  84th  st 
Francis  Huber,  209  E.  17th  st 
John  Bessner  Huber,  41  W.  45th  st 
Joseph  Huber,  Jr.,  113  E.  Broadway 
John  H.  Huddleston,  126  W.  85th  st 
Walter  G.  Hudson,  73  W.  131st  st 
Max  Hiihner,  54  E.  58th  st 
Joseph  J.  Hull,  The  Albany,  Broad- 

w^ay  and  51st  st 
Frederick  T.  Hume,  82  E.  79th  st 
William  A.  Hume,  82  E.  79th  st 
Edward  L.  Hunt,  51  W.  55th  st 
Dwight  W.  Hunter,  233  Madison  av 
George  T.  Hunter,  332  W.  33d  st 
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Abel  Huntington,  346  Broadway 
Edward  Fowler  Hurd,  1835  Anthony 

av 
Lee  M.  Hurd,  19  E.  38tli  st 
Martha  B.  Huson,  237  E.  86th  st 
Francis  Hustace,  413  Madison  av 
Anna    E.    Hutchinson,    Manhattan 

State  Hospital 
Frederick  E.  Hyde,  20  W.  53d  st 
Abraham  Hymanson,  165  Henry  st 
Henry  Illoway,  1138  Madison  av 
Frank  N.  Irwin,  10  W.  39th  st 
John  Arthur  Irwin,  14  W.  29th  st 
S.  Nelson  Irwin,  217  W.  42d  st 
Archibald  E.  Isaacs,  240  E.  Broadway 
F.  N.  Ives,  111  E.  19th  st 
Chas.  Warren  Jackson,  130  W.  81st  st 
Frank  W.  Jackson,  12  W.  18th  st 
Geo.  Thomas  Jackson,  14  E.  31st  st 
Chas.  Ross  Jackson,  209  W.  106th  st 
Victor  Hugo  Jackson,  240  Lenox  av 
Abraham  Jacobi,  110  W.  34th  st 
Mary  Putnam  Jacobi,  110  W.  34th  st 
William  Jacobsohn,  118  W.  98th  st 
Sidney  D.  Jacobson,  342  Willis  av 
Arthur  Middleton  Jacobus,  The  Rut- 
land, 260  W.  57th  st 
George  W.  Jacoby,  605  Madison  av 
J.  Ralph  Jacoby,  605  Madison  av 
Archer  Ward  Jagger,  Flushing,  L.  I. 
Otto  August  Jahn,  218  E.  45th  st 
Robert  Coleman  James,  5  W.  30th  st 
Walter  B.  James,  17  W.  54th  st 
Edward  G.  Janeway,  36  W.  40th  st 
Joseph  E.  Janvrin,  191  Madison  av 
Schuyler  C.  Jacques,  664  Lexington 

av 
George  W.  Jarman,  54  W.  76th  st 
John  C.  Jay,  Century  Club 
Alexander  McL.  Jeffrey,  133  E.  39th 

st 
Smith  Ely  Jelliffe,  231  W.  71st  st 
Wm.  T.  Jenkins,  24  State  st 
Walter  B.  Jennings,  113  E.  28th  st 
David  D.  Jennings,  214  E.  17th  st 
Charles  Taylor  Jewett,  162  W.  22d  st 
Alexander  B.  Johnson,  12  E.  58th  st 
Elizabeth  Johnson,  125  W.  58th  st 
Henrietta  Pauline  Johnson,  205  E. 

15th  st 
W.  H,  Johnson,  103  W.  29th  st 
James  C.  Johnston,  64  E.  56th  st 
James  H.  Jolliff,  105  W.  86th  st 
Catesby  ap  C.  Jones,  11  W.  35th  st 
Charles  N.  Dixon  Jones,  249  E.  86th 

st 
Israel  C.  Jones,  Med.  Supt.  Home  for 

Incurables,  Fordham,  182d  and  3d 

av 


S.  Beach  Jones,  28  W.  32d  st 
S.  Seabury  Jones,  712  Madison  av 
C.  H.  R.  Jordan,  14  E.  45th  st 
Aspinwall  Judd,  225  Central  Park  W. 
Adoniram  B.  Judson,  Metropolitan 

Building,  1  Madison  av 
Kenneth  F.  Junor,  458  E.  29th  st 
Moses  S.  Kakeles,  814  Lexington  av 
Richard  Kalish,  36  W.  47th  st 
Fred.  Kammerer,  51  E.  66th  st 
Arthur  M.  Kane,  349  W.  34th  st 
William  L.  Kantor,  146  E.  142d  st 
Jacob  Kaufmann,  52  E.  58th  st 
T.  J.  Kearny,  155  Lexington  av 
Fred'k  Conrad  Keller,  411  W.  43d  st 
Edwin  L.  Kellogg,  104  W.  58th  st 
Theo.  H.  Kellogg,  Riverdale,  N.  Y. 
James  E.  Kelly,  117  E.  59th  st 
Thomas  Kellv,  357  W.  57th  st 
Charles  B.  Kelsey,  18  E.  29th  st 
Robert  Coleman  Kemp,    The  Ken- 
sington, 444  Park  av 
S.  H.  Kempher,  168  W.  130th  st 
J.  A.  Kenefick,  29  W.  36th  st 
John  M.  Kennedy,  168  W.  97th  st 
John  T.  Kennedy,  107  E.  29th  st 
Thomas  A.  Kenyon,  312  Manhattan 

av 
Chas.  Gilmore  Kerley,  113  W.  83d  st 
Frank  Gray  Ketchum,  318  W.  84th  st 
Adolph  Kessler,  906  Park  av 
Theodore  Keune,  70  W.  120th  st 
Edward  L.  Keyes,  109  E.  34th  st 
Eleanor  B.  Kilham,  121  E.  35th  st 
Otto  G.  T.  Kiliani,  116  E.  57th  st 
Theron  Wendel  Kilmer,  170  W.  85th 

st 
Reuel  B.  Kimball,  15  E.  41st  st 
Charles  A.  Kinch,  273  W.  70th  st 
John  Joseph  Kindred,  1125  Madison 

av 
David  F.  King,  651  Lexington  av 
Thos.  Armstrong  King,  141  Lexing- 
ton av 
Jerome  Kingsbury,  4  E.  37th  st 
Chas.  W.  Kinney,  151  W.  93d  st 
Francis  P.  Kinnicutt,  39  E.  35th  st 
Isaac  L.  Kipp,  448  5th  av 
Herman  G.  Klotz,  42  E.  22d  st 
Arnold  Herman  Knapp,  26  W.  40th 

st 
Herman  Knapp,  26  W.  40th  st 
John  B.  Knapp,  62  W.  51st  st 
John   R,   Knapp,  Manhattan   State 

Hospital 
Mark  Israel  Knapp,  136  E.  78th  st 
Ferdinand  G.  Kneer,  236  W.  51st  st 
Geo.  S.  Knickerbocker,  145  W.  ]28th 
st 
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Charles  H.  Knight,  147  W.  57th  st 
E.  Helen  Knight,  46  W.  124th  st 
George  Knipe,  353  W.  24th  st 
Siegmund  Adolph  Knopf,  16  W.  95th 

st 
R.  A.  Koerapel,  218  E.  86th  st 
Henry  F.  Koester,  336  E.  84th  st 
Albert  Kohn,  122  E.  58th  st 
Samuel  Kohn,  815  Madison  av 
Sophie  Kupfer  Kohn,  132  Manhat- 
tan av 
Edmund  Kolb,  433  W.  47th  st 
Henry  M.  Koles,  109  E.  116th  st 
Carl  Koller,  715  Madison  av 
S.  J.  Kopetzkv,  282  W.  137th  st 
Henry  Koplik,  66  E.  58th  st 
Frederic  De  Kraft,  242  W.  42d  st 
Carl  F.  Kremmer,  112  E.  57th  st 
Adolph  Kantrovitz,  120  Rivington  st 
W.  H.  Katzenbach,  17  AV.  45th  st 
Meyer  Katzenberg,  1315  Madison  av 
Guido  Katzenmayer,  625  Lexington 

av 
Henry  Krollpfeiffer,  48  St.  Mark's  pi 
Florian  Krug,  13  E.  41st  st 
William  K.  Kubin,  112  W.  120th  st 
Herman  F.  Kudlich,  153  W.  21st  st 
Hugo  Kunz,  261  E.  122d  st 
Louis  J.  Ladinski,  1289  Madison  av 
Linnaeus  E.  La  Fetra,  23  W.  37th  st 
Florence  M.  Laighton,  8  W.  91st  st 
Charles  E.  Lambert,  118  W.  104th  st 
Edward  W.  Lambert,  2  E.  37th  st 
Walter  Eyre  Lambert,  8  W.  35th  st 
William  J.  Lamson,  50  E.  31st  st 
M.  Landesmann,  309  E.  4th  st 
Samuel  M.  Landsman,  68  E.  3d  st 
Fred.  Lange,  130  E.  61st  st 
Gustav  Langmann,  121  W.  57th  st 
Boleslaw  Lapowski,  28  W.  59th  st 
John  H.  Larkin,  498  W.  130th  st 
John  E.  Virden-Lasse,  Westchester 
James  R.  Latham,  203  W.  11th  st 
James  Law,  19  E.  127th  st 
Geo.  A.  Lawrence,  55  E.  65th  st 
Charles  A.  Leale,  604  Madison  av 
Wm.  G.  Le  Boutillier,  45  W.  50th  st 
E.  D.  Lederman,  38  E.  60th  st 
M.  D.  Lederman,  38  E.  60th  st 
Barton  J.  Lee,  55  E.  72d  st 
Elmer  Lee,  127  W.  58th  st 
George  B.  Lee,  215  W.  43d  st 
Egbert  Le  Fevre,  52  W.  56th  st 
George  M.  Lefferts,  212  Madison  av 
Bartholomew  Lefkovics,  301  E.  10th 

st 
Timothy  D.  Lehane,  245  E.  90th  st 
Carl  H.  Lellmanu,  73  E.  66th  st 
John  Lennon,  1343  Lexington  av 


S.  Newton  Leo,  103  W.  55th  st 
Alexis  IMarcy  Leon,  79  E.  56th  st 
A.  D.  Leonard,  27  E.  30th  st 
Z.  L.  Leonard,  19  W.  120th  st 
A.  Mona  l^esser,  19  E.  61st  st 
Albert  F.  Lesler,  87  W.  134th  st 
Wm.  M.  Leszynsky,  56  E.  58th  st 
John  Leuchs,  628  E.  145th  st 
Alex.  S.  Leverty,  117  E.  114th  st 
Fred'k  J.  Leviseur,  640  Madison  av 
Leon  T.  Le  Wald,  55  W.  36th  st 
Emily  Lewi,  46  W.  124th  st 
Maurice  J.  Lewi,  102  W.  81st  st 
David  C.  Lewinthal,  157  Henry  st 
Amos  C.  Lewis,  Fordham  Heights 
Charles  Henry  Lewis,  47  W.  58th  st 
Daniel  Lewis,  252  Madison  av 
Frank  N.  Lewis,  35  W.  36th  st 
Robert  Lewis,  Jr.,  48  W.  40th  st 
William  J.  Lewis,  319  W.  116th  st 
Emanuel  Libman,  180  E.  64th  st 
H.  J.  Liddle,  141  W.  34th  st 
Chas.  Liebenau,  1143  Washington  av 
Ed.  Nicholas  Liell,  St.  James  Park, 

Jacksonville,  Fla. 
Howard  Lilien thai,  679  Madison  av 
Ernest  H.  Lines.  255  W.  100th  st 
Frieda  E.  Lippert,  147  Av  B,  Phila- 

dephia.  Pa. 
William  M.  Livelv,  216  W.  28th  st 
Frank  Livermore,  113  W.  40th  st 
Ernest  P.  Livingston,  460  W.  152d  st 
Samuel  Llovd,  24  W.  50th  st 
Anna  W.  Locke,  129  W.  96th  st 
Charles  E.  Lock  wood,  60  W.  38th  st 
Geo.  Roe  Lockwood,  44  W.  49th  st 
John  Logue,  225  W.  34th  st 
Eli  Long,  59  W.  97th  st 
H.  P.  Loomis,  58  E.  34th  st 
Edw.  J.  Lorenze,  1658  Lexington  av 
Louis  de  Lome,  1059  Lexington  av 
Wm.  Henry  Luckett.  84  W.  115th  st 
Odgen  C.  Ludlow,  234  W.  135th  st 
James  M.  Ludden,  233  W.  120th  st 
Walter  W.  Ludbrook,  29  W.  134th  st 
Joseph   Chmelicek   Luhan,   236   E. 

71st  st 
Jos.  Edward  Lumbard,  1945  7th  av 
Thurston  G.  Lusk,  121  E.  40th  st 
Sigmund  Lustgarten,  656  Madison  av 
Alexander  Lyle,  117  E.  Slst  st 
John  B.  Lvnch,  148  W.  22d  st 
P.  J.  Lynch,  216  E.  13th  st 
George  S.  Lvnde,  326  W.  45th  st 
Jonathan  F.'  Lvon,  231  E.  116th  st 
Palmer  H.  Lyon,  519  W.  162d  st 
D.  Stanley  Lyons,  223  E.  30th  st 
Fritz  K.  ii.  Maass,  691  Lexington  av 
Henry  G.  MacAdam,  244  W.  42d  st 
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Henri  deB.  Macauley,  10  W.  39th  st 
Wm.  B.  MacCracken,  305  E.  18th  st 
A.  E.  Macdonald,  Gen'l  Supt.  Man- 
hattan State  Hospital,  Ward's  Is. 
Belle  J.  Macdonald,  346  W.  30th  st 

C.  F.  MacDonald,  85  Madison  av 
Robt.  Stuart  MacGregor,  338  W.  46th 

st 
Ferdinand  S.  Machale,  317  E.  87th  st 
Burnett  C.  Macintyre,  146  W.  12th  st 
James  W.  MacNider,  64  W.  56th  st 
John  D.  McBarron,  872  West  End  av 
Charles  McBurney,  28  W.  37th  st 
Thomas  McCabe,  335  2d  av 
Samuel  McCallum,  73  W.  127th  st 
E.  S.  McClellan,  Saranac  Lake 
Andrew  J.  McCosh,  16  E.  54th  st 
Peter  J.  McCourt,  233  W.  23d  st 
William  McCracken,  305  E.  18th  st 
Forbes  E.  McCreery,  123  E.  40th  st 
John  McCroskery,  318  W.  116th  st 
Dennis  J.  McDonald,  137  E.  43d  st 
Warren  C.  McFarland,  360  W.  51st 
E.  L.  H.  McGinnis,  202  W.  86th  st 
J.  P.  McGowan,  20  E.  29th  st 
John  J.  McGrath,  105  E.  73d  st 
Augustine  Chas.  McGuire,  1851  7th 

av 
J.  C.  Mclnnery,  2  W.  104th  st 
William  McKay,  311  W.  23d  st 
James  F.  McKernon.  62  W.  52d  st 
Wm.  H.  McKenley,  227  W.  23d  st 
Wm.  D.  McKim,  50  E.  53d  st 
Frank  H.  McLaury,  244  W.  42d  st 
Malcolm  McLean,  29  E.  126th  st 
J.  B.  McMahon,  325  Lexington  av 
Joseph  F.  McMahon,  337  2d  av 
Wm.  T.  McMannes,  320  W.  45th  st 
N.  G.  McMaster,  120  E.  58th  st 
William  S.  McMurdy,  332  W.  51st  st 
John  J.  McNulty,  518  W.  142d  st 
Julia  G.  McNutt,  265  Lexington  av 
Sarah  J.  McNutt,  265  Lexington  av 
John  J.  McPhee,  367  W.  123d  st 
Daniel  E.  McSweeney,  129  E.  29th  st 
Wm.  H.  Mc Williams,  16  W.  96th  st 
Clarence  A.  McWilliams,  50  E.  53d  st 

D.  H.  Mackie,  351  W.  56th  st 
J.  Milton  Mabbott,  19  5th  av 

Wm.   Austin   Macy,  Willard   State 

Hospital,  Willard,  N.  Y. 
Montefiore  L.  Maduro,  111  W.  121st 

st 
David  Magie,  32  W.  48th  st 
Frank  H.  Magness,  Ward's  Island 
J.  J.  E.  Maher,  236  W.  34th  st 
Otto  Maier,  316  E.  18th  st 
Charles  O.  Maisch,  225  E.  17th  st 
Percy  E.  D.  Malcolm,  118  Madison  av 


E.  Pierre  Mallett,  72  W.  68th  st 
Geo.  Hooper  Mallett,  65  W.  69th  st 
Nicolaus  Martin  Mandl,  746  5th  st 

F.  S.  Mandlebaum,  717  Madison  av 
Morris  Manges,  941  Madison  av 
George  Manheimer,  183  E.  80th  st 
Thomas  H.  Manley,  115  W.  49th  st 
Charles  A.  Macson,  123  E.  36th  st. 
Francis  H.  Markoe,  15  E.  49th  st 
Thos.  Masters  Markoe,  500  Madison 

av 
Wilbur  B.  Marple,  35  W.  53d  st 
David  T.  Marshall,  33  W.  12th  st 

D.  W.  Marston,  302  W.  116th  st 
J.  Martin,  437  W.  47th  st 

T.  Dwight  Martin,  528  E.  161st  st 
Siegfried  Martus,  1652  Lexington  av 
David  M.  Marvin,  12  W.  130th  st 
S.  Marx,  947  Madison  av 

E.  Gaillard  Mason,  213  W.  79th  st 
Louis  Irving  Mason,  out  of  town 
R.  Osgood  Mason,  348  W.  58th  st 
Joseph  B.  Mauch,  238  W.  38th  st 
Francis  S.  Mathews,  62  W.  58th  st 
Calvin  S.  May,  57th  st  and  7th  av 
Charles  H.  May,  692  Madison  av 
Abraham  Mayer,  40  E.  60th  st 
Albert  D.  Mayer,  241  E.  86th  st 
Emil  Mayer,  25  E.  77th  st 

A.  W.  Maynard,  308  W.  45th  st 
Walter  H.  Mavnard,  301  W.  57th  st 
Jose  Lisandro  Medina,  228  W.  34th  st 
Charles  B.  Meding,  157  W.  123d  st 
James  T.  Meehan,  234  E.  74th  st 
E.  L.  Meierhof,  57  E.  64th  st 
Philip  Meirowitz,  202  W.  131st  st 
William  J.  Meisereau,  130  E.  36th  st 
Samuel  J.  Meltzer,  166  W.  126th  st 
Victor  Meltzer,  166  W.  126th  st 
Walter  Mendelson,  159  W.  74th  st 
John  H.  Mennen,  4  E.  8th  st 
William  Menzes,  1  W.  81st  st 
Francis  D.  Merchant,  60  W.  56th  st 
Estelle  B.  Merrill,  2  W.  94th  st 
Edward  J.  Messemer,  144  2d  av 
Alfred  Meyer,  801  Madison  av 
Alfred  Edward  Mever,  102  W.  93d  st 
Leo  B.  Meyer,  60  W.  129th  st 
Willy  Meyer,  700  Madison  av 
George  Meyers,  47  E.  61st  st 
Leonidas  L.  Mial,  133  W.  11th  st 
Ludwig  M.  Michaelis,  1090  Lexing- 
ton av 
Robert  Milbank,  154  W.  48th  st 
Augustus  Mil  leg,  66  2d  av 
Edward  Miller,  1020  Lexington  av 
E.  A.  Miller,  242  E.  86th  st 
Frank  E.  Miller,  22  W.  31st  st    . 
Geo.  Norton  Miller,  811  Madison  av 
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Theo.  De  C.  Miller,  49  W.  117th  st 
Thomas  S.  P.  Miller,  150  W.  37th  st 
Jackson  M.  Mills,  651  Madison  av 
Simeon  B.  Minden,  230  E.  G9th  st 
John  C.  Minor,  65  W.  73d  st 
S.  Carrington  Minor,  850  E.  165th  st 
Hubbard  W.  Mitchell,  747  Madison 

av 
Mary   Mitchell -Kydd,  225   Tonnele 

av,  Jersey  City  Heights 
Charles  B.  J.  Mittelstaedt,  86  Union  pi 
TVm.  F.  Mittendorf,  140  Madison  av 
Charles  H.  Moak,  201  W.  121st  st 
Henry  Moeller,  341  W.  57th  st 
Eichard  MoUenhauer,  250  E.  53d  st 
Nathan  Moluer,  56  Eldridge  st 
S.  H.  Monell,  45  E.  42d  st 
Reuben  Fletcher  Monette,  Manhat- 
tan State  Hospital,  Ward's  Island 
Ernest  H.  Montcalm,  268  W.  129th  st 
Charles  James  Mooney,  44  E.  63d  st 
Henrv  W.  Moonev,  26  W.  121st  st 
John  Frederick  Moore,  156  W.  94th  st 
William  Moore,  320  Broadway 
William  Oliver  Moore,  42  E.  29th  st 
Joseph  Moorehead,  310  2d  av 
John  Joseph  Moorehead,  101  Man- 
hattan av 
James  Moran,  333  W.  51st  st 
Benjamin  Morje,  116  E.  73d  st 
J.  Lee  Morrill,  67  E.  79th  st 
George  F.  Morris,  161  W.  87th  st 
Lewis  Morris,  219  W.  22d  st 
Louis  Morris,  159  E.  56th  st 
Robert  S.  Morris,  152  E.  71st  st 
Robert  T.  Morris,  58  W.  56th  st 
Prince  A.  Morrow,  6Q  W.  40th  st 
William  Golden  Mortimer,  504  W. 

146th  st 
Bowditch  Morton,  University  Club 
William  James  Morton,  19  E.  28th  st 
Alexis  V.  Moschcowitz,  350  W.  58th 

st 
William     B.    Moseley,    Manhattan 
State  Hospital,  Blackwell's  Island 
Georse  J.  Moser,  283  E.  10th  st 
Mortimer  A.  Moses,  134  W.  118th  st 
Eugene  C.  Mowry,  355  W.  42d  st 
Robt.  P.  Muellenbach,  232  E.  10th 
Amasa  P.  Muir,  Ward's  Island 
Richard  W.  Muller,  147  E.  18th  st 
Paul  F.  Munde,  20  W.  45th  st 
George  Theodore  Mundorff,  224  E. 

18th  st 
John  P.  Munn,  18  W.  58th  st 
George  E.  Monroe,  43  E.  33d  st 
Charles  Basil  Murrav,  307  E.  79th  st 
Francis  J.  Murray,  131  W.  61st  st 
Grace  Peckham-Murray,  661  5th  av 
Med  X  Y 


Robert  A.  Murray,  112  W.  80th  st 
Samuel  Murtland,  14  W.  47th  st 
Deas  Murphy,  36  W.  35th  st 
Arthur  T.  Muzzy,  100  E.  57th  st 
Howard  G.  Myers,  175  W.  73d  st 
Lotta  W.  Myers,  175  W.  73d  st 
Thad.  Halsted  Mvers,  54  W.  50th  st 
Robert  C.  Myles,  46  W.  38th  st 
J.  Darwin  Nagel,  61  W.  35th  st 
John  T.  Nagel,  47  E.  21st  st 
Charles  E.  Nammack,  42  E.  29th  st 
George  W.  Nash,  Kingsbridge 
Miles  Henry  Nash,  217  W.  43d  st 
George  G.  Needham,  218  E.  19th  st 
Lewis  Knode  Neff,  1213  Park  av 
William  B.  Neftel,  16  E.  48th  st 
James  Neil,  74  W.  131st  st 
James  R.  Nelson,  139  E.  46th  st 
John  H.  Nesbitt,  212  W.  45th  st 
George  E.  Neuhaus,  151  W.  95th  st 
Selian  Neuhof,  235  E.  86th  st 
Louis  Neumann,  459  W.  24th  st 
John  J.  Neville,  247  W.  49th  st 
Albert  S.  Newcomb,  206  W.  71st  st 
James  E.  Newcomb,  118  W.  69th  st 
Edward  S.  Newell,  789  West  End  av 
Robert  Stafford  Newton,  19  E.  44th  st 
James  A.  Nichols,  201  W.  117th  st 
Curt  E.  H.  Nicolai,  81  W.  119th  st 
Henrv  D.  Nicoll,  51  E.  57th  st 
Matthias  Nicoll,  Jr.,  168  W.  48th  st 
J.  R.  Nilsen,  69  W.  50th  st 
J.  Douglas  Nisbit,  10  E.  43d  st 
John  G.  Noble,  222  W.  34th  st 
Felix  Nordemann,  210  E.  60th  st 
V.  H.  Norrie,  21  W.  37th  st 
Henry  S.  Norris,  123  W.  34th  st 
James    Harper    North,    Jr.,    Hotel 

Renaissance 
Wm.  P.  Northrup,  57  E.  79th  st 
N.  R.  Norton,  952  Lexington  av 
William  B.  Noyes,  28  W.  61st  st 
Francis  A.  Nve,  2089  Lexineton  av 
Frank  R.  Oastler,  115  E.  56th  st 
John  H.  Oberie,  232  W.  36th  st 
John  M.  O'Brien,  308  W.  34th  st 
M.  C.  O'Brien,  161  W.  122d  st 
John  H.  O'Connor,  146  W.  16th  st 
Robert  Offenbach,  46  E.  60th  st 
C.  H.  F.  O'Neill,  175  W.  97th  st 
Nathan  Oppenheim,  50  E,  79th  st 
Henry  S.  Oppeuheimer,  16  E.  32d  st 
Seymour  Oppenheimer,  706  Madison 

av 
Lawrence  J.  Osborne,  246  W.  43d  st 
William  K.  Otis,  5  W.  50th  st 
Paul  E.  Outerbridge,  35  W.  53d  st 
Henry  E.  Owen,  40  W.  56th  st 
Henry  F.  Owsley,  44  W.  50th  st 

31 


486 


COUNTY    MEDICAL    SOCIETIES. 


W.  H.  Oyler,  216  W.  124th  st 
Charles  W.  Packard,  447  Park  av 
Kingman  B.  Page,  63  E.  120th  st 
Henry  McMahon  Painter,  600  Mad- 
ison av 
Edmund  Janes  Palmer,  103  W.  86th 

st 
Edwin  O.  Palmer,  55  E.  72d  st 
Wm.  Hallock  Park,  315  W.  76th  st 
Teofilo  Parodi,  127  E.  6()th  st 
Angenette  Parry,  249  E.  32d  st 
John  Parsons,  Kingsbridge 
Ealph  L.  Parsons,  21  E.  44th  st 
Ealph  W.  Parsons,  21  E.  44th  st 
Edward  L.  Partridge,  19  5th  av 
Henry  S.  Paschal,  318  W.  52d  st 
F.  N.  Patterson,  21  E.  44th  st 
Abbott  Smith  Payne,  126  E.  83d  st 
Sanders  McAlister  Payne,  542  5th  av 
Daniel  P.  Pease,  9  W.  24th  st 
Chas.  Howard  Peck,  37  W.  48th  st 
Edward  Sprague  Peck,  53  W.  50th  st 
James  Pedersen,  29  E.  44th  st 
Edward  W.  Peet,349  Central  Park  W. 
Henry  T.  Pierce,  272  Lenox  av 
Louis  Peiser,  59  E.  80th  st 
Edward  \V.  Perkins,  224  W.  131st  st 
Ellis  Banning  Perry,  102  W.  48th  st 
John  Gardiner  Perry,  48  E.  34th  st 
Frederick  Petersen,  4  W.  50th  st 
J.  S.  Peterson,  112  E.  85th  st 
Alfred  G.  Pfeiffer,  230  E.  53d  st 
Joseph  Pfeiffer,  130  E.  62d  st 
A.  M.  Phelps,  62  E.  34th  st 
Frank  Van  R.  Phelps,  21  E.  44th  st 
Oscar  S.  Phelps,  Battle  Creek,  Mich. 
Charles  E.  Philips,  45  E.  119th  st 
P.  A.  Phillips,  Springfield,  S.  C. 
Wendell  C.  Phillips,  350  Madison  av 
Henry  G.  Piffard,  256  W.  57th  st 
Sam'l  C.  G.  Pinckney,  Atlanta,  Ga. 
Edward  Pisko,  151  E.  78th  st 
W.  O.  Plimpton,  19  W.  84th  st 
AVilliam  M.  Polk,  7  E.  36th  st 
Sigmund  Politzer,  64  E.  58th  st 
Oren  D.  Pomeroy,  316  Lexington  av 
N.  J.  Ponce  de  Leon,  73  W.  85th  st 
Thomas  R.  Pooley,  107  Madison  av 
Charles  T.  Poore,  43  W.  53d  st 
Daniel   W.   Poore,    624   Springdale 

av,  East  Orange,  N.  J. 
W.  Evelyn  Porter,  50  W.  33d  st 
AVm.  Henry  Porter,  1674  Broadway 
E.  Styles  Potter,  St.  James'  Court, 

92d  and  Broadway 
La  Forrest  Potter,  1048  5th  av 
Nathaniel  Bowditch  Potter,  9  W.  35th 

st 
Wm.  H.  Pound,  Westchester 


Seneca  D.  Powell,  12  W.  40th  st 
Otto  E.  Prellwitz,  304  E.  23d  st 
Robert  H.  Pretlow,  317  W.  18th  st 
Chas.  A.  W.  Prevost,  66  Madison  av 
John  Adolph  Price,  91  2d  av 
Wm.  B.  Pritchard,  105  W.  73d  st 
William  Rice  Pryor,  121  E.  38th  st 
W.  J.  Pulley,  227  E.  86th  st 
Alfred  E.  M.  Purdy,  304  Madison  av 
Harry  L.  Purdy,  766  Madison  av 
Harry  R.  Purdy,  149  Lexington  av 
C.  R.  L.  Putnam,  114  E.  38th  st 
Leopold  Putzel,  13  E.  57th  st 
Henry  F.  Quackenbos,  159  W.  88th  st 
Charles  E.  Quimby,  44  W.  36th  st 
Francis  J.  Quinlan,  33  W.  38th  st 
John  B.  Rae,  668  E.  157th  st 
Henry  Rafel,  106  W.  87th  st 
F.  Von  Raitz,  12  W.  96th  st 
E.  Benjamin  Ramsdell,  581  Lexing- 
ton av 
Geo.  Douglas  Ramsay,  Newport,  R.  I. 
Ambroise  L.  Ranney,  345  Madison 

av 
Charles  C.  Ransom,  152  W.  48th  st 
Samuel  Rapp,  350  E.  50th  st 
Leonard  S.  Rau,  72  W.  55th  st 
Godfrey  W.  Rautenberg,  335  E.  87th 

st 
Robert  Grigg  Reese,  58  E.  25th  st 
Adrian  Y.  Reid,  104  Lexington  av 
John  J.  Reid,  853  Lexington  av 
I.  H.  Reiley,  168  W.  23d  st 
Jonas  E.  Reinthaler,  72  E.  81st  st 
Herman  Louis  Reis,  219  E.  12th  st 
Mary  Augusta  Requa,  65  W.  52d  st 
Meyer  L.  Rbein,  38  E.  61st  st 
Clarence  C.  Rice,  123  E.  19th  st 
Montrose  R.  Richard,  77  E.  116th  st 
Alfonso  A.  Richardson,  124  W.  111th 

st 
Charles  H.  Richardson,  417  Lexing- 
ton av 
Jennie  M.  Richardson,  107  W.  82d  st 
William  Richter,  320  2d  av 
A.  A.  Rippeger,  126  E.  122d  st 
Jos.  Cambridge  Ritter,  162  Waverly 

Pl 
William  Cabell  Rives,  1723  First  st, 

Washington,  D.  C. 
Jane  E.  Robbins,  446  E.  72d  st 
Joseph  A.  Robertson,  19  W.  35th  st 
O.  D.  F.  Robertson,  226  E.  49th  st 
Fielding  T.   Robeson,   325   Central 

Park  W. 
John  W.  Robie,  184  W.  82d  st 
A.  L.  Robinson,  249  W.  45th  st 
A.  R.  Robinson,  248  W.  42d  st 
Beverley  Robinson,  42  W.  37th  st 
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Fred.  C.  Robinson,  221  W.  11th  at 
Wm.  J.  Robinson,  119  E.  128tli  st 

A.  D.  Rockwell,  25  W.  44th  st 
William  H.  Rockwell,  Jr.,  109  W. 

78th  st 
Louis  A.  Rodenstein,  561  W.  152d  st 
Wm.  A.  Rodgers,  816  Lexington  av 
Harry  Rodman,  166  E.  116th  st 
Traugott  F.  M.  Roediger,  312  W.  35th 

st 
Edw.  H.  Rogers,  518  W.  150th  st 
Henr}'  A.  Rogers,  1443  Lexington  av 
John  Rogers,  48  E.  31st  st 
Oscar  H.  Rogers,  346  Broadway 
Willard  H.  Rogers,  225  W.  22d  st 
De  Witt  C.  Romaine,  473  Hudson  st 
Maxim  D.  Romm,  60  7th  st 

D.  B.  St.  John  Roosa,  20  E.  30th  st 
Achilles  Rose,  126  E.  29th  st. 
Louis  Rosenbaum,  1458  Lexington 

av 

E.  Rosenberg,  138  W.  85th  st 
Julius  Rosenberg,  24  W.  59th  st 
Max  Rosenberg,  128  E.  70th  st 
Paul  Joseph  Rosenheim,  112  E.  58th 

st 
Max  Rosenthal,  134  E.  80th  st 
Charles  A.  Rosen wasser,  70  E.  90th  st 
William  Ross,  354  W.  24th  st 
Henry  Roth,  667  E.  135th  st 
Ignatz  Morvay  Rotten  berg,  280  2d  st 
John  T.  W.  Rowe,  Ward's  Island 
Julius  Rudisch,  37  E.  63d  st 
Adolph  Rupp,  406  W.  34th  st 
Ernest  F.  Ruppe,  427  W.  47th  st 
Mary  D.  Rushmore,  227  E.  18th  st 
York  Russell,  341  W.  36th  st 
Walter   Gohring   Ryon,   Manhattan 

State  Hospital,  Ward's  Island 
Domingo  M.  Sabater,  Hoboken,  N.  J. 
S.  0.  Sabel,  219  W.  34th  st 

B.  Sachs,  21  E.  65th  st 

Nicolaus   H.  Sachs,   205  E.  Broad- 
way 
Trafford  B.  Salisbury,  170  W.  59th  st 
Chas.  Walton  Sanders,  53  E.  53d  st 
Joseph  Sanders,  120  E.  64th  st 
Robert  Alfred  Sands,  39  E.  33d  st 
Chalmers  Sangree,  1480  Madison  av 
Emil  J.  Sarlabous,  106  Waverly  pi 
George  R.  Satterlee,  252  Madison  av 
Thos.  E.  Satterthwaite,  7  E.  80th  st 
Watson  Lewis  Savage,  308  W.  59th  st 
Eugene  C.  Savidge,  66  W.  50th  st 
Carlo  Savini,  117  E.  19th  st 
George  Alexander  Saxe,  180  E.  79th 

st 
Josef  Saxl,  247  E.  72d  st 
Reginald  H.  Sayre,  285  5th  av 


Henry  W.  Schimpf,  372  W.  35th  st 
A.  Schrapinger,  926  Madison  av 
Barniin  Scharlau,  out  of  town 
Julius  Scheider,  187  E.  64th  st 
John  Wm.  Schelpert,  64  W.  96th  st 
Herman  J.  Schiff,  117  E.  79th  st 
Gustavus  Schlegel,  315  E.  3l8t  st 
George  Schlereth,  St.  Mark's  pi 
Matilda  M.  Schlereth,  St.  Mark's  pi 
Joseph  Schmitz,  118  1st  st 
George  Schoeps,  1883  Lexington  av 

F.  J.  Schoenenberger,  309  W.  32d  st 
Warren  Schoonover,  115  E.  59th  st 
Warren  Schoonover,  Jr.,  115  E.  59th 

st 
Max  Schott,  162  E.  74th  st 
Charles  Schram,  52  E.  82d  st 
Aimee  R.  Schroeder,  37  W.  82d  st 
Henry  H.  Schroeder,  37  W.  82d  st 
Martin  J.  Schuh,  225  Eld  ridge  st 
Otto  H.  Schultze,  1109  Madison  av 
Edward  F.  Schwedler,  312  W.  34th  st 
Max  Joseph  Schwerd,  58  E.  112th  st 
Fritz  Schwyzei-,  54  E.  58th  st 
Richard  J.  Schofield,  349  W.  14th  st 
Elmer  A.  Scott,  145  Riverside  Drive 
Henry  Scott,  216  W.  121st  st 
George  Scott,  Germantown,  Pa. 
Francis  A.  Scratchley,  154  E.  72d  st 
Harry  M.  Seabrook,  118  E.  72d  st 
Louis  L.  Seaman,  18  W.  31st  st 
William  S.  Seamans,  120  Broadway 
H.  T.  Sears,  475  Massachusetts  av, 

Boston,  Mass. 
Gustav  Seligman,  53  E.  72d  st 

G.  August  Seibert,  114  E.  57th  st 
Frederick  S.  Sellew,  61  E.  79th  st 
Isaac  M.  Seltzer,  104  W.  94th  st 
Herman  F.  Senftner,  148  W.  122d  st 
W.  M.  Seward,  126  E.  86th  st 
Walter  D.  Sewell,  Murrav  Hill  Hotel 
Newton  M.  Shaffer,  28  E.  38th  st 
John  R.  Shannon,  20  W.  35th  st 
William  Shannon,  117  W.  81st  st 
John  Clarence  Sharp,  163  E.  116th  st 
Frank  E.  E.  Shaw,  97  Convent  av 
Edward  P.  Shelby,  30  W.  32d  st 

A.  Josephine  Sherman,  26  E.  63d  st 
Milton  L.  Sherwood,  721  St.  Nicholas 

av 
Francis  E.  Shine,  126  W.  48th  st 
H.  Laurence  Shively,303  Amsterdam 

av 
John  Byron  Shotwell,  328  W.  46th  st 
George  F.  Shradv,  8  E.  66th  st 
W.  A.  Shufeit,  36  W.  21st  st 
P.  David  Shultz,  5  E.  43d  st 
H.  M.  Silvers,  5  E.  43d  st 
Lewis  M.  Silvers,  103  W.  72d  st 
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Charles  E.  Simmons,  762  Madison  av 
John  G.  Simmons,  Westchester  av, 

Unionport 
Wm.  Kelly  Simpson,  952  Lexington 

av 
Wm.  Payne  Simpson,  908  St.  Nich- 
olas av 
Geo.  W.  Smallwood,  104  W.  84th  st 
Alfred  K.  Smith,  19  W.  102d  st 
A.  Alexander  Smith,  8  W.  47th  st 
Andrew  H.  Smith,  18  E.  46th  st 
Charles  Smith,  366  Broome  st 
Edw.  Franklin  Smith,  324  W.  46th  st 
Ernest  E.  Smith,  262  5th  av 
F.  E.  Smith,  160  W.  106th  st 
J.  Gardiner  Smith,  21  W.  122d  st 
Samuel  W.  Smith,  66  Madison  av 
Jacob  Sobel,  1828  Madison  av 
Fred.  Palmer  Solly,  33  W.  53d  st 
Frederic  E.  Sondern,  200  W.  56th  st 
Paul  F.  Soudern,  19  E.  38th  st 
Franklin  Soper,  112  W.  104th  st 
Bernard  Sour,  68  W.  97th  st 
Thos.  S.  Southworth,  47  W.  56th  st 
Alfred  M.  Spalding,  419  W.  145th  st 
George  A.  Spalding,  248  Lenox  av 
Warren  C.  Spalding,  273  Lenox  av 
J.  H.  Spann,  102  W.  74th  st 
Dwight   Seymour  Spellmann,  Asst. 
Phys.,  Manhattan  State  Hospital, 
Ward's  Island 
Arnot  Spence,  70  W.  71st  st 

D.  Benham  Spence,  615  W.  181st  st 
Henry  Spitzer,  143  E.  83d  st 

E.  C.  Spitzka,  QQ  E.  73d  st 
Chas.  G.  SprouU,  39  W.  27th  st 
John  B.  Squire,  Jr.,  21  E.  79th  st 
Eufus  G.  Stanbrough,  1845  7th  av 
Henry  S.  Starr,  151  E.  72d  st 
Moses  Allen  Starr,  5  W.  54th  st 
Henry  S.  Stearns,  45  W.  58th  st 
Thomas  L.  Stedman,  1425  Broadway 
George  E.  Steele,  124  W.  119th  st 
Edwin  S.  Steese,  46  E.  57th  st 
William  Steffens,  312  E.  120th  st 
Kichard  Stein,  811  Lexington  av 
Victor  Steinberger,  350  E.  84th  st 
Antonio  Stella,  39  Washington  sq,W. 
Kate  L.  S.  Sterling,  155  W.  48th  st 
Heinrich  Stern,  56  E.  76th  st 
Fred.  A.  Sternberg,  414  E.  50th  st 
Edwin  Sternberger,  640  Madison  av 
John  A.  Steurer,  78  W.  47th  st 
George  T.  Stevens,  33  W.  33d  st 
William  Stevens,  70  W.  52d  st 
Thomas  Stevenson,  220  W.  105th  st 
Douglas  H.  Stewart,  111  W.  64th  st 
Leopold  O.  Stieglitz,  58  E.  66th  st 
B.  W.  Stiefel,  127  E.  73d  st 


John  E.  Stillwell,  9  W.  49th  st 
Charles  W.  Stimson,  68  W.  40th  st 
Daniel  M.  Stimson,  11  W.  17th  st 
L.  A.  Stimson,  34  E.  33d  st 
Jesse  B.  Stone,  156  W.  58th  st 
William  F.  Stone,  143  W.  34th  st 
William  S.  Stone,  1730  Broadway 
William  L.  Stowell,  28  W.  36th  st 
Ludwig  Strauss,  211  E.  13th  st 
Eosa  Welt  Strauss,  38  W.  84th  st 
J.  Watson  Stronach,  104  W.  77th  st 
Cyrus  John  Strong,  60  W.  75th  st 
J.  E.  Stubbert,  58  E.  34th  st 
William  Stubenbord,  219  W.  38th  st 
Frederic  Eussell  Sturgis,  16  W.32d  st 
Arnold  Sturmdorf,  106  E.  62d  st 
Albert  T.  Swan,  317  E.  18th  st 
John  H.  Swasey,  34  E.  28th  st 
Edwin  E.  Swift,  112  W.  81st  st 
George  M.  Swift,  20  W.  55th  st 
Willi-m  J.  Swift,  40  E.  30th  st 
George  K.  Swinburne,  64  E.  56th  st 
Brandreth  Symonds,  410  W.  20th  st 
Parker  Syms,  60  W.  47th  st 
Paul  Gerald  Taddiken,  Ward's  Island 
Eobert  McL.  Taft,  223  W.  57th  st 
Eobert  Bancker  Talbot,  37  W  68th 

st 
Bernard  S.  Talmey,  232  E.  78th  st 
Max  Talmey,  232  *E.  78th  st 
George  W.  Talson,  129  W.  95th  st 
Wm.  A.  Taltavall,  2137  7th  av 
Simon  Tannenboum,  9  Clinton  st 
J.  Oscroft  Tansley,  28  W.  43d  st 
Fielding  Lewis  Taylor,  173  W.  73d  st 
Henry  Ling  Taylor,  60  W.  55th  st 
Howard  Canning  Taylor,  26  W.  47th 

st 
Eobert  W.  Taylor,  40  W.  21st  st 
Jacob  Teschner,  134  E.  61st  st 
John  S.  Thacher,  33  W.  39th  st 
John  Thelberg,  26  W.  34th  st 
M.  A.  H.  Thelberg,  205  W.  105th  st 
Eobert  H.  Theyson,  234  2d  av 
Allen  M.  Thomas,  45  W.  54th  st 
Theo.  Gaillard  Thomas,  600  Madison 

av 
William  S.  Thomas,  68  W.  52d  st 
Edmund  B.  Thompson,  316  W.  105th 

st 
Edgar  Steiner  Thompson,  16  E.  43d 

st 
Edward  M.  Thompson,  240  W.  42d  st 
George  S.  Thompson,  36th  st  &  9th 

av 
Von  Beverhout  Thompson,  111  W. 

43d  st 
W.  Gilman  Thompson,  34  E.  31st  st 
W.  Eoss  Thompson,  2094  5th  av 
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William  H.  Thompson,  23  E.  47th  st 
Curtis  W.  Thomson,  2094  5th  av 
Josiah  P,  Thornley,  Hotel  San  Remo, 

74th  st  and  Central  Park  W. 
Paul  E.  Tiemann,  175  W.  S5th  st 
Jos.  R.  Tilliughast,  250  W.  189th  st 
Benjamin  T.  Tilton,  59  W.  8()th  st 
Edward  C.  Titus,  117  W.  11th  st 
Eleanor  Tomes,  13G  E.  30th  st 
Bvron  V.  Tompkins,  26  W.  61st  st 
Walstein  M.  Tompkins,  49  W.  38th  st 
Franz  J.  A.  Torek,  49  E.  60th  st 
Sinclair  Tousey,  103  W.  76th  st 
David  W.  Tovey,  261  W.  134th  st 
Fred.  M.  Townsend,  45  W.  32d  st 
Theodore    Irving    Townsend,  Long 
Island  State  Hospital,  King's  Park 
Wisner  R.  Townsend,  25  W.  53d  st 
E.  Clark  Tracy,  27  E.  126th  st 
Carrado  Tranchida,  123  E.  17th  st 
John  Emil  Traub,  263  W.  42d  st 
John  W.  Travell,  17  E.  12th  st 
Alexander  H.  Travis,  130  W.  82d  st 
Walter  Dav  Trenwith,  140  W.  94th  st 
William  B.  Trimble,  56  E.  25th  st 
Henrv  Tuck,  346  Broadwav 
C.  P.  "^  Tucker,  43  W.  26th  st 
Ervin  A.  Tucker,  110  W.  57th  st 
Edward  G.  Tuffs,  30  Oliver  st 
Edward  Emorv  TuU,  119  W.  80th  st 
Marcus  E.  Tully,  137  W.  76th  st 
B.  R.  Tupper,  246  W.  51st  st 
Theodore  K.  Tuthill,  310  W.  18th  st 
George  M.  Tattle,  38  W.  52d  st 
James  P.  Tuttle,  42  W.  50th  st 
Sigmund  Tvneburg,  1291  Madison  av 
Henry  H.  Tyson,  47  W.  51st  st 
Francis  Asburv  Utter,  103  W.  71st  st 
Charles  A.  Yaladier,  130  E.  64th  st 
Fred.  C.  Valentine,  31  W.  61st  st 
Wm.  A.  Valentine,  45  W.  35th  st 
Francis  Valk,  164  E.  61st  st 
George  M.  Vandegrift,  287  Henry  st 
J.  Dubois  Van  Derlyn,  174  E.  71st  st 
John  Van  Der  Poel,  36  W.  39th  st 
S.  O.  Vander  Poel,  47  E.  25th  st 
Waldron  B.  Vanderpoel,  106  E.  24th 

st 
Clinton  DeW.Van  Dvck,  47  W.  93d  st 
Frank  Van  Fleet,  63  E.  79th  st 
James  Casper  Plimpton  Van  Loan, 

344  W.  33d  st 
Richard  Van  Santvoord,  106  W.  122d 

st 
Jefferson  B.  Van  Tine,  127  W.  11th  st 
W.  W.  Van  Valzah,  10  E.  43d  st 
Wm.  T.  Van  Vredenburgh,  356  Rich- 
mond Terrace,  New  Brighton,  S.  I. 
Charles  Van  Wert,  115  W.  97th  st 


Maus  R.  Vedder,  708  Madison  av 
Augusta  Vedin,  224  E.  15th  st 
Oscar  E.  Vermilye,  816  P>roadway 
Hiram  X.  Vineberg,  751  Madison  av 
Maria  M.  Vinon,  Orange,  N.  J. 
AntonieP.Voislawsky,  72  St.  Mark's 

Albert  Volkenberg,  64  Rivington  st 
Andrew  Von  Grimm,  185  2d  av 
C.  A.  Von  Ramdohr,  45  Irving  pi 
James  D.  Voorhees,  126  W.  158th  st 
Arthur  S.  Vosburgh,  40  W.  88th  st 
Frederick  L.  Wachenheim,  173  E. 

70th  st 
Henry  J.  Wackerbarth,  183  2d  av 
Homer  Wakefield,  1048  5th  av 
Ralph  Waldo,  68  W.  50th  st 
Clarence  H.  Walker,  105  W.  77th  st 
David  E.  Walker,  254  W.  45th  st 
Emma  E.  Walker,  30  E.  33d  st 
Henrv  F.  Walker,  18  W.  55th  st 
John  B,  Walker,  33  E.  33d  st 
Charlton  Wallace,  165  W.  80th  st 
Samuel  S.  Wallian,  744  St.  Nicholas 

av 
S.  J.  Walsh,  25  E.  128th  st 
Josephine  Walter,  61  W.  74th  st 
Luis  P.  Walton,  73  W.  50th  st 
Edwin  F.  Ward,  15  W.  96th  st 
Freeman  Ford  Ward,  6  E.  58th  st 
George  Gray  Ward,  230  W.  59th  st 
Thos7  Logan  Ward,  2143  7th  av 
Edward  J.  Ware,  121  W.  93d  st 
Martin  W.  Ware,  1198  Lexinsfton  av 
George  T.  Warford,  132  W.  8'2d  st 
Everet  S.  Warner,  56  W.  56th  st 
John  W.  Warner,  Saratoga  Springs 
John  Warren,  106  E.  29th  st 
John  S.  Warren,  150  W.  48th  st 
M.  Claudius  Warsaw,  255  E.  122d  st 
Hill  Sloane  Warwick,  254  W.  121st  st 
Wickes  Washburn,  21  E.  21st  st 
Jerome  H.  Waterman,  75  W.  47th  st 
Bertram  H.  Waters,  59  W.  36th  st 
John  S.  Waters,  48  W.  83d  st 
Robert  L.  Watkins,  20  W.  34th  st 
Robert  Watts,  45  W.  36th  st 
Robert  Watts,  Jr.,  45  W.  36th  st 
Leonard  Weber,  25  W.  46th  st 
Walter  D.  Webb,  out  of  town 
David  Webster,  327  Madison  av 
Edgar  T.  Weed.  117  W.  121st  st 
John  E.  Weeks,  46  E.  57th  st 
Robert  F.  Weir,  11  E.  54th  st 
Ludwig  Weiss,  77  E.  91st  st 
Faneuil  D.  Weisse,  46  W.  20th  st 
Franklin  Welker,  320  W.  145th  st 
Charles  Stuart  Welles,  London,  Eng. 
Brooks  H.  Wells,  71  W.  45th  st 
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Edward  H.  Wells,  141  E.  89th  st 
Sarah  Welt-Kakles,814  Lexington  av 
John  Welzmiller,  111  E.  28th  st 
L.  E.  Welzmiller,  318  W.  57th  st 
Edmund  C.  Wendt,  118  W.  79th  st 
James  Nephew  West,  71  W.  49th  st 
William  E.  West,  330  W.  85th  st 
N.  S.  Westcott,  156  W.  12th  st 
William  Westerfield,  109  W.  123d  st 
Albert  T.  Weston,  226  Central  Park, 

W. 
William  H.  Weston,  400  W.  22d  st 
Geo.  T.  Wetmore,  36  W.  35th  st 
John  C.  Wharton,  144  W.  21st  st 
Lyman  H.  Wheeler,  31  W.  84th  st 
George  G.  Wheelock,  75  Park  av 
William  E.  Wheelock,  Morristown, 

N.  J. 
Granville  Moss  White,  272  W.  77th  st 
John  Blake  White,  1013  Madison  av 
Octavius  A.  White,  41  E.  78th  st 
Henry  H.  Whitehouse,  24  W.  36th  st 
Charles  Allen  Whiting,  70  W.  47th  st 
Fred.  Whiting,  47  W.  50th  st 
Crosby  Church  Whitman,  out  of  town 
Eoyal  Whitman,  126  Central  Park  S. 

(W.  59th  st) 
Chas.  Alvano  Whitney,  120  E.  34th  st 
John  W.  Wickliffe,  Manhattan  State 

Hospital 
Alfred  Wiener,  113  W.  77th  st 
Joseph  Wiener,  1046  5th  av 
Joseph  Wiener,  Jr.,  65  W.  85th  st 
Eichard  G.  Wiener,  48  E.  65th  st 
Daniel  H.  Wiesner,  162  E.  46th  st 
Eeynold  W.  Wilcox,  749  Madison  av 
Wm.  Porter  Wilken,  66  W.  46th  st 
Ernest  A.  W.  Wilkins,  588  E.  141st  st 
Thos.  H.  Willard,  1  Madison  av 
Mark  H.  Williams,  230  W.  135th  st 
Edward  L.Williamson,  163  W.74thst 
F.  N.  Wilson,  106  W.  47th  st 
Orville  Jay  Wilsey,  143  E.  37th  st 


Jos.  P.  Winston^  Anchorage,  Ky. 
Joseph  E.  Winters,  25  W.  37th  st 
Lazarre  Wischnewetzky,  334  5th  av, 

37th  st 
Peter  M.  Wise,  1  Madison  av 
A.  J.  Wittson,  122  E.  82d  st 
Justin  Wohlfarth,  119  W.  129th  st 
Henry  J.  Wolf,  131  W.  126th  st 
Augustin  A.   Wolfe,  603  Lexington 

av 
Julius  Wolff,  53  E.  60th  st 
Max  Wolper,  217  E.  Broadway 
Benjamin  Wood,  Jr.,  Flushing 
Francis  C.  Wood,  8  E.  49th  st 
Halsey  L.  Wood,  18  E.  46th  st 
Wm.  Benjamin  Wood,  22  W.  47th  st 
Wm.  E.Woodend,  Hotel  St.  Andrews 
John  Woodman,  56  W.  56th  st 
Julius  H.  Woodward,  58  W.  40th  st 
George  Wolsey,  117  E.  36th  st 
J.  Warren  Worcester,  Middletown 
Willard  Parker  Woster,  203  W.  81st 

st 
Arthur  B.  Wright,  Manhattan  State 

Hospital 
John  P.  Wright,  317  E.  82d  st 
Peter  B.  Wvckoff,  23  W.  57th  st 
Eobert  H.  Wylie,  36  W.  35th  st 
W.  Gill  Wylie,  28  W.  40th  st 
Daniel  W.Wynkoop,  128  Madison  av 
Gerardus   H.   Wynkoop,  128    Mad- 
ison av 
Leroy  Milton  Yale,  432  Madison  av 
Andrew  B.  Yard,  167  W.  91st  st 
Clement  C.  Young,  57  W.  39th  st 
J.  V.  D.  Young,  60  W.  76th  st 
George  S.  Youngling,  453  W.  34th  st 
F.  T.  Zabriskie,  54  W.  50th  st 
Adolph  Zeh,  243  W.  52d  st 
A.  P.  Zemansky,  1185  Lexington  av 
Bernard  Zweighaft,  54  W.  71st  st 
Lazarus  Zwisohn,  1085  Lexington  av 
Number  of  Members,  1639. 


Deceased:  Edward  Bradley,  Frederick  J.  Brockway,  J.  S.  Carradine, 
William  H.  Draper,  .T.  Henry  Fruitnight,  Horace  T.  Hanks,  Abbott 
Hodgman,  Eufus  P.  Lincoln,  J.  H.  Linsley,  F.  O.  Lloyd,  Samuel  K. 
Lyon,  Frank  W.  Merriam,  William  H.  Munn,  Henry  D.  Noyes,  Adolph 
Pramann,  Lewis  A.  Sayre,  G.  Mozart  Steckel. 


NEW  YOEK   ACADEMY  OF   MEDICINE. 

(Instituted  January  6, 1847.    Incorporated  June  23,  1851.) 

Meetings. — Stated,  first  and  third  Thursdays  in  every  month,  from  the 
first  Thursday  in  October  to  the  first  Thursday  in  June,  inclusive,  at  8  p.m., 
at  17  W.  Forty-third  Street,  New  York  ;  nomination  of  officers,  first  Thurs- 
day in  December ;  election,  third  Thursday  in  December.  Library  open  .free 
to  the  public  from  10  A.M.  to  6  p.m.,  to  members  from  10  a.m.  to  10  p.m.; 
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in  summer,  10  a.m.  to  G  p.m.  Physicians  in  active  practice  for  tlie  three 
years  preceding  application,  and  residents  of  the  State  of  New  York,  are 
eligible  for  Resident  Fellowship.  Surgeons  in  the  U.  8.  Army,  Navy,  or 
Marine  Hospital  Service,  and  physicians  residing  in  other  States,  are  eli- 
gible for  Non-resident  Fellowship. 

Officers.     (January,  1901.) 

Robert  F.  Weir,  President, 
Herman  Knapp,  George  L.  Peabody,  Charles  H.  Dana, 

Vice-Presidents. 
John  H.  Huddleston,  Recording  Secretary, 

126  W.  85th  Street,  New  York  City. 
L.  Faugeres  Bishop,  Corresponding  Secretary. 
Herman  L.  CoUyer,  T)'easurer. 
A.  B.  Judson,  Statistical  Secretary. 
Oscar  H.  Holder,  Assistant  Secretary. 

D'ustees  : 

Abraham  Jacobi,  Chairman,        Joseph  D.  Bryant,        Arthur  M.  Jacobus, 

Edward  G.  Janeway,  A.  Alexander  Smith. 

Reginald  H.  Say  re.  Treasurer  for  the  Trustees. 

Committee  on  Admissions  : 

Thomas  E.  Satterthwaite,  Chairman,  Henry  Ling  Taylor,  John  Blake  White, 
Charles  E.  Nammack,  J.  V.  D.  Young. 

Committee  on  Library  : 

Charles  H.  Knight,  Chairman,       Edward  D.  Fisher,       Augustus  Caill6, 
Alfred  Meyer,  Charles  H.  Gibson. 

Mr.  John  S.  Browne,  Resident  Librarian. 

Executive  Committee  : 

Abraham  Jacobi,  Chairman,  R.  F.  Weir,  A.  M.  Jacobus, 

C.  H.  Knight,  J.  H.  Huddleston. 

Howard  Van  Sinderen,  Counsel  to  the  Academy. 

Delegates  to  State  Medical  Society  : 

John  H.  Huddleston,  Egbert  Le  Fevre,  L.  F.  Bishop, 

J.  A.  Booth,  James  Ewing. 

MEDICAL  SOCIETY  OF  THE  COUNTY  OF  NIAGARA. 

Meetings. — Annual,  first  Tuesday  in  June;  semi-annual,  first  Tuesday 
in  January ;  quarterly,  first  Tuesday  in  April  and  September. 

Officers.     (June,  1901.) 

W.  A.  Scott,  President.  G.  H.  Minard,  Vice-President. 

C.  G.  Leo  Wolf,  Secretary.  John  Foote,  Treasurer. 

Censors :  M.  S.  Kittenger,  J.  H.  Miller,  F.  J.  Baker, 

H.  A.  Wilmot. 

Committee  on  Hygiene  : 

A.  N.  Moore,  Chairman,  F.  J.  Baker,  H.  C.  Hill, 

M.  S.  Kittinger,  Walter  McChesnev,        M.  H.  Cole, 

~         ~    *  T.  B.  Cosford.  : 
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Delegates  to  State  Medical  Society :  T.  B.  Cosford,   F.  A.  Kittinger 
Walter  A.  Scott.  * 


Members. 


F.  J,  Baker,  Lockport 

J.  W.  Bickford,  Lockport 

Wm.  R.  Campbell,  Niagara  Falls 

Frederick  T.  Carmer,  Rapids 

A.  L.  Chapin,  Niagara  Falls 

Clayton  R.  Clarke,  Ransomville 

M.  H.  Cole,  Newfane 

J.  W.  Corman,  North  Tonawanda 

T.  B.  Cosford,  Lockport 

J.  Crosby,  Lockport 

W.  L.  Draper,  Wilson 

Peter  Faling,  Gasport 

W.  J.  Falkner,  Youngstown 

John  Foote,  Lockport 

Frank  Guillemont,  Niagara  Falls 

J.  B.  Hartwell,  Lockport 

J.  H.  Helraer,  Lockport 

Thomas  M.  Heard,  Jr.,  Ransomville 

W.  H.  Hodson,  Lockport 

W.  Q.  Huggins,  Sanborn 

A.  W.  Jackson,  Gasport 

F.  A.  Kittinger,  Lockport 

M.  S.  Kittinger,  Lockport 


William  Lane,  Lockport 

Allen  T.  Leonard,  Tonawanda 

W.  H.  Loomis,  Lockport 

Thomas  J.  McBlain,  Niagara  Falls 

F.  R.  McBrien,  Niagara  Falls 

Walter  McChesney,  Pekin 

A.  A.  McNamara,  Lockport 

H.  H.  Mayne,  Lockport 

J.  H.  Miller,  Niagara  Falls 

George  H.  Minard,  Lockport 

A.  N.  Moore,  Lockport 

C.  N.  Palmer,  Lockport 

Wm.  H.  Potter,  Niagara  Falls 

W.  B.  Rice,  Lockport 

E.  N.  S.  Ringueberg,  Lockport 

W.  A.  Scott,  Niagara  Falls 

Edwir  Shoemaker,  Charlotteville 

W.  S.  Town,  North  Ridge 

H.  A.  Wilmot,  Middleport 

Carl  G.  Leo  Wolf,  Niagara  Falls 

E.  W.  WoUaber,  Cambria 

W.  C.  Wood,  Lockport 

Number  of  Members,  45. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  ONEIDA. 

Meetings. — Annual,  second  Tuesday  in  April ;  semi-annual,  second 
Tuesday  in  October ;  quarterly,  second  Tuesday  in  July  and  January 
The  semi-annual  meeting  is  held  in  Rome ;  the  others  in  Utica. 

Officers.     (April,  1901.) 

Thomas  P.  Scully,  President.  W.  J.  Schuyler,  Vice-President. 

L.  F.  Pattengill,  Secretary.  Herbert  G.  Jones,  Treasurer. 

Walter  Gibson,  Librarian. 

W.  C.  Gibson,  H.  L.  Borland, 

B.  P.  Allen. 


Censors :  Wm.  Stump, 

F.  H.  Peck, 


E.  M.  Hyland, 
T.  Z.  Jones, 
Thomas  P.  Scully, 
D.  H.  Roberts, 
L.  H.  Jones, 


Delegates  to  State  Medical  Society  : 

F.  D.  Crim,  C.  R.  Hart, 

Chas.  P.  Russell,  W.  J.  Schuyler, 

V.  B.  Hamlin,  Smith  Baker, 

Conway  Frost,  Thos.  J.  Bergen, 

B.  P.  Allen,  L.  F.  Pattengill. 


Members. 
(Where  no  town  is  mentioned  Utica  is  to  be  understood.) 


E.  P.  Abbott,  Oriskany 
B.  P.  Allen,  Oriskany 
James  A.  Armstrong,  Clinton 
Smith  Baker,  Rowland's  Building' 
D.  A.  Barnum,  Cassville 
P.  J.  Barrett,  Utica 


F.  E.  Barrows,  Clinton 
Charles  Bernstein,  Rome 
Thomas  J.  Bergen,  93  John  st 
J.  R.  Broome,  Utica 
H.  L.  Borland,  Camden 
H.  C.  Bradford,  Westernville 
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F.  H.  Brewer,  Utica 

A.  J.  Browne,  Carlisle  lUiilding 

Henry  E.  Brown,  Utica 

W.  H.  Brownell,  Utica 

Wales  Buell,  Wales vi lie 

W.  A.  Burgess,  238  Genesee  st 

P.  J.  Campbell,  Utica 

E.  P.  Clark,  Utica 

Wallace  Clarke,  136  Park  av 

A.  M.  Collier,  Utica 

Ira  M.  Comstock,  New  York  Mills 

Mathias  Cooke,  92  Columbia  st 

Frank  D.  Crim,  Utica 

C.  W.  Crumb,  Utica 

Morris  J.  Davies,  Utica 

William  R.  Davis,  Utica 

Theodore  Deecke,  Utica 

Albert  Dietrich,  Rome 

A.  P.  Dodge,  Oneida  Castle 

C.  V.  J.  Doolittle,  Utica 
James  W.  Douglass,  Boonville 
Frederick  J.  Douglass,  Utica 
H.  G.  Dubois,  Camden 

Roy  B.  Dudley,  Deansboro 

D.  C.  Bye,  Carlisle  Building 
Eliza  M.  Ellinwood,  Rome 

E.  P.  English,  Boonville 
Thomas  H.  Farrell,  Utica 

G.  M.  Fisher,  Clavville 

W.  E.  Ford,  266  Genesee  st 

Conway  Frost,  Rome 

Earl  D.  Fuller,  148  Columbia  st 

F.  A.  Garv,  Vernon 

W.  C.  Gibson,  State  Hospital,  Utica 

William  M.  Gibson,  260  Genesee  st 

S.  L.  Gifford,  Whitesboro 

A.  A.  Gillette,  Rome 

J.  H.  Glass,  246  Genesee  st 

Francis  T.  Gorton,  Waterville 

Giovanni  Gran  a,  Utica 

V.  B.  Hamlin,  Clinton 

Joseph  V.  Haberer,  66  Miller  st 

C.  R.  Hart,  Xew  Hartford 

A.  L.  Holden,  132  South  st 

Ira  D.  Hopkins,  25  Bladina  st 

J.  G.  Hunt,  192  Genesee  st 

Myron  W.  Hunt,  Holland  Patent 

E.  M.  Hyland,  221  Genesee  st 

William  H.  James,  Whitesboro 

Arthur  M.  Johnston,  Utica 

Herbert  G.  Jones,  Utica 

J.  D.  J(mes,  Utica 

James  E.  Jones,  Clayville 

Leroy  H.  Jones,  Utica 

Thomas  Z.  Jones,  Waterville 

William  W,  Jones,  Whitesboro 

Judson  G.  Kilbourn,  247  Genesee  st 


D.  R.  Kinlock,  Utica 

George  A.  Krug,  Utica 

William  Kuhn,  liome 

G.  M.  Lewis,  Vernon 

James  ]\rcCull(>ugh,  Remseii 

W.  R.  Marsden,  Utica 

Angeline  Martine,  Utica 

S.  C.  j\Iaxon,  Utica 

Julia  E.  Merchant,  Rome 

James  Middleditch,  Rome 

Frederick  INIiller,  Deerfield 

W.  S.  INIorris,  Utica 

Charles  ■Nlunger,  Knoxboro 

William  H.  Nelson,  Taberg 

H.  Nicholas,  North  Bay 

Thomas  G.  Nock,  Jr.,  Rome 

H.  C.  Palmer,  253  Genesee  st 

H.  L.  Palmer,  Utica  State  Hospital 

W.  B.  Palmer,  30  South  st 

L.  F.  Pattengill,  225  Genesee  st 

F.  H.  Peck,  Utica 

W.  D.  Peckham,  Utica 
Johnson  Pillmore,  Delta 

G.  G.  J.  Pollard,  Oriskany  Falls 
William  Powell,  351  Genesee  st 
H.  Frank  Preston,  Utica 
Medina  Preston,  Sangerfield 

W.  K.  Quackenbush,  Trenton 

Hamilton  S.  Quin,  238  Genesee  st 

William  B.  Reid,  Rome 

Lafayette  Rinkle,  Booneville 

D.  H.  Roberts,  Utica 

W.  B.  Roeraer,  Utica 

J.  M.  Ross,  Utica 

Charles  P.  Russell,  196  Genesee  st 

W.  D.  Russell,  New  Hartford 

W.  J.  Schuvler,  266  Genesee  st 

Thos.  P.  Scully,  Rome 

George  Seymour,  227  Genesee  st 

Charles  W.  Shaver,  Florence 

William  Stump,  Utica 

A.  R.  Simmons,  Utica 

Hugh  Sloan,  142  Columbia  st 

A.  H.  Smith,  Camden 

Charles  E.  Smith,  Whitesboro 

Edward  J.  Stevens,  183  Genesee  st 

Henry  C.  Sutton,  Rome 

L.  Swartwout,  Prospect 

J.  Nelson  Teeter,  Utica 

Charles  B.  Tefft,  Utica 

H.  J,  Teller,  Rome 

William  M.  Townslev,  Camden 

Charles  G.  Ward,  T^tica 

Charles  R.  Weed,  Utica 

W.  E.  Wetmore,  Utica 

Henry  D.  White,  Rome 

J.  F.  Wingenback,  Utica 

Number  of  Members,  125. 


Deceased :  Edwin  Evans,  Rome,  August,  1900,  ret.  56. 
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MEDICAL  SOCIETY  OF  THE  COUNTY  OF  ONONDAGA. 

(Organized  in  1806.) 

Meetings. — Annual,  second  Tuesday  in  May ;  semi-annual,  third  Tues- 
day in  December ;  quarterly,  at  such  intermediate  times  as  the  Society  may 
direct.     All  meetings  are  held  at  Syracuse. 


Officers.     (May,  1901.) 


F.  H.  Stevenson,  President. 
A.  S.  Hotaling,  Secretary. 


E.  A.  Whitney,  Vice-President. 
H.  L.  Stebbens,  Ireasurer. 


Delegates  to  State  Medical  Society 


I.  M.  Slingerland, 
F.  W.  Smith, 
T.  H.  Levy, 
B.  F.  Chase, 


Wm.  A.  Curtin, 
A.  B.  Randall, 
C.  E.  McCrary, 
W.  J.  Werfleman, 


R.  A.  Whitney, 


A.  S.  Hotaling. 


A.  W.  Hedden, 
H.  C.  Baun, 

B.  W.  Loomis, 
F.  E.  Easton, 


Members. 


(Where  the  town  is  not  mentioned  Syracuse  is  to  be  understood.) 


Henry  B.  Allen,  Baldwinsville 
W.  J.  Ayling,  606  E.  Fayette  st 
Archer  D.  Babcock,  Fayette  Park 
Theresa  Bannan,  503  Warren  st; 
H.  C.  Baun,  University  Block 
Charles  H.  Benson,  234  Seymour  st 
S.  S.  Bibbins,  202  Jefferson  st 
O.  A.  Blumenthal,  611  Warren  st 

A.  B.  Breese,  James  st 
George  B.  Broad,  Warren  st 
G.  L.  Brown,  Euclid 

John  W.  Brown,  Mottville 

George  J.  Bryan,  Fayetteville 

J.  H.  Burch,  Baldwinsville 

D.  W.  Burdick,  120  Merriman  av 

Robert  Burns,  806  S.  Salina  st 

C.  Floyd  Burrows,  824  E.  Genesee  st 

James  E.  Carr,  Jordan 

J.  C.  Carson,  State  Asylum 

B.  F.  Chase,  East  Syracuse 
George  E.  Clark,  Skaneateles 
Gaylord  P.  Clark,  W.  Genesee  st 
Frank  R.  Coe,  Warners 

J.  H.  Coe,  804  E.  Genesee  st 
George  W.  Cook,  208  W.  Fayette  st 

C.  E.  Coon,  509  S.  Salina  st 

S.  Ellis  Crane,  Onondaga  Valley 
S.  Boy  ce  Cray  ton.  University  Block 
M,  E.  Cregg,  South  Onondaga 
M.  H.  Cullings,  321  James  st 
William  A.  Curtin,  Fayette  Park 
M.  A.  Curtiss,  Kirkville 
N.  H.  Curtis,  Manlius 
A.  J.  Dallas,  E.  Fayette  st 


Chas.  N.  Daman,  621  E.  Genesee  st 
O.  G.  Dibble,  Pompey 
H.  D.  Didama,  424  S.  Salina  st 
F.  O.  Donohue,  Warren  st 

A.  G.  Doust,  302  Delaware  st 

B.  L.  Dunn,  University  Block 

F.  E.  Easton,  1105  E.  Genesee  st 
A.  S.  Edwards,  1506  N.  Salina  st 

G.  A.  Edwards,  S.  Salina  st 
H.  L.  Eisner,  Fayette  Park 

Du  Grand  B.  Erway,  East  Syracuse 
J.  T.  D.  Fischer,  N.  Salina  st 
M.  B.  Fairchild,  1305  N.  Salina  st 

C.  A.  Felton,  W.  Genesee  st 
Frederick  Flaherty,  Warren  st 

J.  W.  Fry,  1  Griffin  Block,  Lock  st 
C.  H.  Graves,  Delphi 
M.  E.  Gregg,  South  Onondaga 
W.  A.  Groat,  E.  Onondaga  st 
T.  H.  Halsted,  University  Block 
R.  C.  Hanchett,  Warren  st 
Hiram  B.  Hawley,  1100  N.  Salina  st 
A.  D.  Head,  202  W.  Genesee  st 
C.  E.  Heaton,  Baldwinsville 
A.  W.  Hedden,  S.  Salina  st 
J.  L.  Heffron,  448  S.  Salina  st 
Mark  Heiman,  320  Montgomery  st 
A.  S.  Hotaling,  801  E.  Genesee  st 
Nathan  Jacobson,  430  S.  Salina  st 
J.  Robert  Johnson,  Warren  st 
W.  C.  Kellogg,  203  Seymour  st 
J.  V.  Kendall,  Baldwinsville 
J.  W.  Knapp,  432  W.  Genesee  st 
C.  W.  Lanning,  Manlius 
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A.  E.  Larkin,  334  Montgomery  st 
William  F.  Law,  602  Lodi  st 

T.  Harris  Levy,  E.  (Tcnesee  st 

G.  Griffin  Lewis,  University  Block 

Hersey  G.  Locke,  507  E,  Genesee  st 

B.  W.  Loomis,  1033  S.  Salina  st 

B.  C.  Loveland,  Fayette  Park 
M.  M.  Lucid,  Tully 

Charles  E.  McCrary,  110  South  av 

D.  J.  McLaughlin,  Skaneateles  Falls 
R.  C.  McLennan,  515  S.  Salina  st 
P.  R.  McMaster,  S.  Salina  st 
Frank  McMorrow,  508  James  st 

F.  W.  Marlow,  University  Block 
A.  W.  Marsh,  E.  Syracuse  st 
Edwin  R.  Maxson,  818  Madison  st 

E.  S.  Maxson,  818  Madison  st 
Wm.  H.  May,  800  E.  Fayette  st 
Alfred  Mercer,  324  Montgomery  st 
A.  C.  Mercer,  324  Montgomery  st 
E.  B.  Merwin,  Manlius 

H.  D.  Merwin,  Cicero 

A.  B.  Miller,  326  Montgomery  st 

E.  L.  Mooney,  416  Warren  st 

F.  L.  Morgan,  E.  Fayette  st 
N.  A.  Munroe,  424  James  st 
W.  W.  Munson,  Otisco 

D.  H.  Murray,  University  Block 
O.  W.  Oberlander,  310  Ash  st 
Charles  L.  Parker,  Onondaga 
Israel  Parsons,  Marcellus 
George  M.  Price,  Warren  st 
A.  B.  Randall.  S.  Salina  st 

C.  S.  Roberts, '212  W.  Willow  st 
Arthur  H.  Rood,  Minoa 

M.  R.  Rood,  422  Warren  st 
Joseph  C.  Roth,  435  Gifford  st 


A.  S.  Ruland,  300  Delaware  st 
Mrs.  E.  A.  Runyon-Buck,  Warren  st 
W.  G.  Russell,  Watkins  Glen,  N.  Y. 
F.  S.  Sampson,  North  Syracuse 
L.  A.  Saxer,  305  James  st 
F.  W.  Sears,  709  S.  Warren  st 
John  C.  Shroudy,  1706  W.Genesee  st 

E.  C.  Skinner,  Syracuse 

I.  M.  Slingerland,  Fayetteville 

F.  W.  Slocum,  Camilus 
F.  W.  Smith,  S.  Salina  st 

S.  F.  Snow,  707  University  Block 
Margaret  Stanton,  104  Marshall  st 
H.  L.  Stebbins,  125  E.  Onondaga  st 
F.  H.  Stevenson,  307  Warren  st 
F.  A.  Strong,  Brewerton 
P.  C.  Ten  Eyck,  Montgomery  st 
H.  P.  Tolman,  Onondaga  Valley 

D.  M.  Totman,  303  Montgomery  st 
A.  F.  Vadeboncoeur,  James  st 

Eli  Van  de  Warker,  404  Genesee  st 

E.  S.  Van  Duyn,  318  James  st 
John  Van  Duvn,  318  James  st 
Charles  J.  Walch,  1221  S.  Salina  st 
William  L.  Wallace,  Fayette  Park 
Lewis  F.  Weaver,  121  Green  st 

H.  A.  Weed.  Jordan 

Charles  E.  Weidman,  Marcellus 

W.  J.  Werfleman,  908  N.  Salina  st 

Calvin  B.  West,  East  Onondaga 

R.  A.  Whitney,  Liverpool 

Hiram  Wiggins,  Elbridge 

N.  Wilbur,  Fayetteville 

H.  B.  Wright,  'Skaneateles 

J.  S.  Wright,  Plain ville 

E.  J.  Wynkoop,  406  James  st 

Xumber  of  Members,  140. 


Deceased:  U.  Higgins  Brown,  Utica,  December  17,  1900;  Erastus  S. 
Mumford,  Svracuse,  July  13,  1900,  aet.  60 ;  James  Whitford,  Onondaga 
Valley,  April  16,  1900. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  ONTARIO. 

Meetings. — Annual,  second  Tuesday  in  July ;  quarterly,  second  Tues- 
day in  October,  January,  and  April. 

Officers. 

T.  D.  Rupert,  President,  W.  A.  Howe,  Vice-President. 

D.  A.  Eiseline,  Secretary  and  Treasurer. 

Delegate  to  State  Medical  Society  : . 


JMemhers. 


Herman  J.  Abel,  Honeoye 

A.  D.  Allen,  Gorham 

D.  S.  Allen,  Hall's  Corners 

Herbert  E.  Baright,  Clifton  Springs 


A.  L.  Beahan,  Canandaigua 
Edwin  R.  Bishop,  Geneva 
Edward  E.  Brown,  Phelps 
H.  C.  Buell,  Canandaigua 
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D.  R.  Burrell,  Canandaigua 
M.  R.  Carson,  Canandaigua 
Henry  D.  Clapp,  Geneva 
William  B.  Clapper,  Farmington 
J.  Pope  De  Laney,  Geneva 
J.  F.  Draper,  Victor 
H.  M.  Eddy,  Geneva 
Daniel  A.  JEiseline,  Shortsville 
O.  J.  Hallenbeck,  Canandaigua 
W.  S.  Hicks,  Bristol 
W.  A.  Howe,  Phelps 
John  Hutchins,  Cheshire 
C.  O.  Jackson,  Victor 
Mary  L.  Jennings,  Geneva 
J.  H.  Jewett,  Canandaigua 
H.  J.  Knickerbocker,  Geneva 

B.  O.  Kinnear,  Clifton  Springs 

C.  C.  Lytle,  Geneva 

C.  D.  McCarthy,  Geneva 

F.  E.  McClellan,  Canandaigua 
George  McClellan,  Canandaigua 
B.  T.  McDowell,  Bristol  Centre 

D.  J.  Mallery,  Bristol  Centre 
W.  McCaw,  Geneva 


Wm.  Austin  Macy,  Willard 

A.  M.  Mead,  Victor 

C.  P.  W.  Merritt,  Clifton  Springs 

W.  F.  Powers,  Stanley 

J.  R.  Pratt,  Manchester 

John  H.  Pratt,  Manchester 

John  A.  Robson,  Hall's  Corners 

T.  D.  Rupert,  Geneva 

J.  A.  Sanders,  Clifton  Springs 

George  W.  Sargent,  Seneca  Castle 

E.  B.  Sayre,  Allen's  Hill 
W.  W.  Skinner,  Geneva 

F.  W.  Spalding,  Clifton  Springs 
John  A.  Spengler,  Geneva 

F.  Lansing  Stebbins,  Geneva 
Geo.  E.  P.  Stevenson,  Gorham 
C.  C.  Thayer,  Clifton  Springs 
William  Turck,  Clifton  Springs 
F.  D.  Vanderhoof,  Phelps 

F.  B.  Wetling,  Naples,  N.  Y. 
S.  R.  Wheeler,  E.  Bloomfield 
L.  F.  Wilbur,  Honeoye 

G.  B.  Young,  Geneva 

Number  of  Members,  55. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  ORANGE. 

(Organized  July  1,  1806.) 

Meetings.— Annual,  first  Tuesday  in  May ;  semi-annual,  first  Tuesday 
in  October. 

Officers.    (May,  1901.) 


W.  S.  Gleason,  President, 
M.  A.  Stivers,  Secretary. 

Censors:  C.  N.  Knapp, 
C.  W.  Dennis, 


D.  B.  Hardenbergh,  Vice-President. 
D.  T.  Condict,  Treasurer. 

W.  I.  Purdy,  I.  B.  Peters, 

E.  A.  Nugent. 


Committee  on  Hygiene :  J.  I.  Brownell,  W.  W.  Wendover,  M.  H.  Dubois, 
J.  T.  Howell. 

Delegates  to  State  Medical  Society  : . 

D.  B.  Hardenbergh,  G.  H.  Brown,  Theodore  Writer, 

C.  E.  Townsend,  W.  I.  Purdy,  J.  B.  Peters, 

H.  B.  Swartwout,  Wm.  Hollinger,  A.  P.  Farries, 

Henry  Hardenberg. 


Members. 


A.  E.  Adams,  Newburg 

C.  W.  Banks,  Port  Jervis 

A.  Herbert  Bayard,  Cornwall 

William  Beattie,  Cornwall 

George  S.  Bond,  Washingtonville 

H.  K.  Bradner,  Warwick 

W.  B.  Bradner,  Warwick 

E.  F.  Brooks,  Newburg 

G.  Herbert  Brown,  Highland  Falls 

J.  D.  Brownell,  Walden 

C.  W.  Butler,  Cornwall 


S.  G.  Carpenter,  Chester 

William  J.  Carr,  Newburg 

D.  T.  Condict,  Goshen 

Clinton  G.  Cooley,  Montgomery 

James  C.  Coleman,  Goshen 

William  L.  Cuddeback,  Port  Jervis 

H.  O.  Davis,  Howells 

C.  W.  Dennis,  Goshen 

F.  W.  Dennis,  Unionville 

John  Deyo,  Newburgh 

L.  G.  Distlar,  Westtown 
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William  E.  Douglas,  Middletown 
Matthew  H.  Dubois, Washingtonville 
Charles  Duffy,  Newburgh 
Mary  Ella  Dunning,  Newburg 
William  E.  Dunning,  Newburgh 
E.  Ross  Elliott,  Montgomery 
G.  A.  Emory,  Middletown 
William  Evans,  Westtown 
A.  P.  Farries,  Florida 
Frank  W.  Gerecke,  Newburg 
L.  L.  Gillette,  Turners 
W.  S.  GleasoD,  Newburg 
Thomas  S.  Gilson,  Middletown 
A.  M. 'Goodman,  Jr.,  Cornwall 
Charles  H.  Hall,  Monroe 
Lewis  Hanmore,  Newburg 
Daniel  B.  Hardenbergh,  Middletown 
H.  Hardenbergh,  Port  Jervis 
William  Hollinger,  Newburg 
John  T.  Howell,  Newburg 
Joseph  B.  Hulett,  Middletown 

C.  N.  Knapp,  Port  Jervis 
Isaac  H.  Lent,  Middletown 
A.  V.  Jova,  Newburg 

D.  G.  Lippincott,  Campbell  Hall 
Raphael  Medrick,  Port  Jervis 

T.  D.  Mills,  Middletown 
J.  Moffat,  Washingtonville 


F.  1).  .Alyers,  Slate  Hill 
E.  A.  Nugent,  Union vi lie 
Clarence  Ormsbee,  Newburgh 
J.  li.  Peters,  Walden 

L.  K.  Pierce,  Newburg 

G.  Fred.  Pitts,  Warwick 
Edgar  l*otts.  Port  Jervis 
Albert  W.  Preston,  Middletown 
Willis  I.  Purdy,  Middletown 
Charles  I.  Red  field,  Middletown 
H.  H.  Robinson,  Goshen 

A.  Santee,  Scotchtown 
W.  T.  Seeley,  Amity 
Charles  N.  Skinner,  Port  Jervis 
D.  B.  Smiley,  Middletown 
C.  P.  Smith,  Jr.,  Chester 
David  H,  Sprague,  Central  Valley 
Moses  A,  Stivers,  Middletown 
Henry  B.  Swartwout,  Port  Jervis 
Robert  Taylor,  Otisville 
Charles  E.  Townsend,  Newburg 
J.  H.  Thompson,  Goshen 
H.  A.  Waldron,  Newburg 
W.  W.  Wendover,  Warwick 
Edward  Dubois  Woodhall,  Monroe 
Warren  Worcester,  Middletown 
Theodore  Writer,  Otisville 

Number  of  Members,  77. 


Deceased:  R.  V.  K.  Montfort,  Newburg,  Dec.  29,  1900,  set.  65;  Burke 
Pillsbury,  Middletown,  June  18,  1900,  set.  52 ;  Wm.  J.  Nelson,  Middle- 
town,  Oct.  25,  1900,  set.  40. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  ORLEANS. 

(Organized  January  8, 1873.) 

Meetings. — Annual,  second  Wednesday  in  May ;  second  meeting,  second 
Wednesday  in  September ;  third  meeting,  second  Wednesday  in  January. 

Officers.     (May,  1901.) 

J.  J.  Simonds,  President.  Mrs.  E.  W.  Squier,  Vice-President. 

John  Dugan,  Secretary  and  Treasurer. 

Censors :  J.  H.  Taylor,  S.  R.  Cochrane,  McLean  Caverly, 

H.  L.  James,  R.  AV.  Bamber. 

Delegate  to  State  Medical  Society  :  R.  W.  Bamber. 

Members. 


E.  R.  Armstrong,  Holley 
R.  W.  Bamber,  Kendall 
M.  L.  Caverly,  Albion 
Samuel  R.  Q.  Cochrane,  Albion 
J.  G.  Dolley,  Albion 
John  Dugan,  Albion 
W.  F.  Eaman,  Gaines 
Arthur  I.  Eccleston,  Waterport 
J.  J.  Eckerson,  Shelby 


Charles  E.  Fairman,  Lydonville 
W.  R.  Fitch,  Knowlesville 
A.  R.  Holcomb,  Carlton 
Harvey  L.  James,  Shelby 
John  T.  James,  Medina 
F.  L.  June,  Waterport 
F.  H.  Lattin,  Gaines 
J.  Maynard,  Medina 
Edward  Munson,  Medina 
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r.  L.  Sherwood,  Albion 
J.  J.  Simonds,  Barre  Centre 
Mrs.  E.  W.  Squier,  Albion 
J.  T.  Stokes,  Medina 
F.  B.  Storer,  Holley 
John  E.  Sutton,  Albion 


John  Taylor,  Holley 
J.  H.  Taylor,  Holley 
J.  Thornton,  Eagle  Harbor 
E.  M.  Tompkins,  Knowlesville 
Jessie  Waldo,  Hulberton 
Mrs.  Harriet  N.  Watson,  Albion 
Number  of  Members,  30. 


Deceased:  James  Chapman,  Medina,  January  27,  1901,  set.  77. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  OSWEGO. 

(Organized  in  1821.) 

Meetings. — Annual,  second  Tuesday  in  May ;  semi-annual,  second  Tues- 
day in  November,  at  Oswego. 

Officers.     (May,  1901.) 


Emory  J.  Drury,  President. 
Wm.  C.  Todt,  Secretary. 


H.  P.  Marsh,  Vice-President. 
P.  M.  Dowd,  Treasurer. 


Censors:    S.  A.  Eussell,  J.  L.  More,  Eoscoe  J.  Taylor, 

J.  W.  Eddy,  John  W.  Huntington. 

Delegates  to  State  Medical  Society  ; 

W.  G.  Babcock,  Howard  G.  Bartlett, 


P.  M.  Dowd, 
H.  P.  Marsh, 
S.  A.  Russell, 


Chas.  E.  Low, 
C.  A.  Sheridan, 
Leroy  F.  HoUis. 


Geo.  W.  Nelson, 
Emory  J.  Drury, 


Members. 


W.  G.  Babcock,  Cleveland 

C.  G.  Bacon,  Fulton 

Howard  G.  Bartlett,  Williamstown 

Strong  M.  Bennett,  Mexico 

E.  H.  Boyd,  Hannibal 
W.  J.  Bulger,  Oswego 

J.  L.  Buikley,  Sandy  Creek 
H.  W.  Caldwell,  Pulaski 

F.  R.  Coe,  Sand  Bank 
F.  L.  Cooley,  Oswego 

R.  N.  Cooley,  Hannibal  Centre 
W.  H.  Counterman,  Cleveland 
R.  F.  Crockett,  Sandy  Creek 
S.  J.  Crockett,  Sandy  Creek 
Byron  Dewitt,  Oswego 
R.  J.  Dimons,  Hastings 
Harriet  M.  Doane,  Fulton 
Pascal  M.  Dowd,  Oswego 
E.  J.  Drury,  Phoenix 
J.  T.  Dwyer,  Oswego 
Joseph  W.  Eddy,  Oswego 
Frank  B.  Foote,  Parish 
Joseph  Gardiner,  Williamstown 
T.  J.  Green,  Mexico 
Albert  L.  Hall,  Fulton 
.John  E.  Hamill,  Phoenix 
Freeman  J.  Hoffman,  Fulton 


Leroy  F.  Hollis,  Sandy  Creek 
James  S.  Howard,  Oswego 
J.  W.  Huntington,  Mexico 
Mary  K.  Hutchins,  Oswego 
Louis  Fowler  Jay,  Fulton 
George  P.  Johnson,  Mexico 
Ira  L.  Jones,  Minetto 
C.  M.  Lee,  Fulton 
C.  R.  Lee,  Fulton 
Charles  E.  Low,  Pulaski 

F.  S.  Low,  Pulaski 

James  E.  Mansfield,  Oswego 
H.  P.  Marsh,  Fulton 
Eva  E.  McKnight,  Oswego 
J.  L.  More,  Pulaski 

G.  W.  Nelson,  Orwell 
Melvin  Ernest  Paige,  Oswego 
J.  Pero,  West  Amboy 

H.  D.  C.  Phelps,  Oswego 
Elvira  Rainier,  Oswego 
S..  A.  Russell,  Fulton 
William  O.  Scott,  Parish 
Lucien  H.  Shepherd,  Oswego 
Charles  A.  Sheridan,  Oswego 
G.  Franklin  Smith,  Fernwood 
James  K.  Stockwell,  Oswego 
Roscoe  J.  Taylor,  Minetto 
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J.  J.  Tilapaugh,  Sand  Bank 
William  C.  Todt,  Oswego 
Melzar  B.  Veeder,  Central  Square 


W.  M.  Wells,  Oswego  Falls 
G.  G.  Whitakor,  Fulton 
Had  wen  P.  Wilcox,  Central  Square 
Number  of  Members,  60. 

Deceased:  William  B.  Coye,  Fulton,  January  29,  1900,  jet.  88;    Dana  C. 
Highriter,  Fulton,  February  9,  1901,  tet.  3G. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  OTSEGO. 

(Organized  in  1806.) 

Meetings. — Annual,  fourth  Tuesday  in  May,  at  Cooperstown ;   semi- 
annual, third  Tuesday  in  January. 


(May,  1901.) 

Andrew  J.  Butler,  Vice-President. 
James  Burton,  Treasurer. 


Officers. 

A.  W.  Cutler,  President. 
H.  W.  Buorn,  Secretary. 

Delegates  to  State  Medical  Society  : 

Charles  E.  Parish,  A.  W.  Cutler,  Henry  D.  Sill, 

W.  R.  Lough,  J.  W.  Swanson. 


Members. 


C.  S.  Arnold,  Mt.  Vision 

M.  Imogene  Bassett,  Cooperstown 

Wilson  T.  Bassett,  Cooperstown 

B.  F.  Bishop,  Garrattsville 

A.  D.  Blakely,  Milford 

H.  D.  Blanchard,  Portlandville 

Henry  W.  Boom,  Schenevus 

A.  H.  Brownell,  Oneonta 
James  Burton,  Cooperstown 
Andrew  J.  Butler,  Unadilla 
William  B.  Campbell,  Garrattsville 
Meigs  Case,  Oneonta 

Lorenzo  B.  Chapman,  Oneonta 
Charles  H.  Chesbro,  Unadilla  Forks 

B.  A.  Church,  Oneonta 

H.  H.  Clapsaddle,  Toddsville 

A.  W.  Cutler,  Oneonta 

David  H.  Davis,  East  Worcester 

B.  W.  Dew^ar,  Cooperstown 
M.  K.  Engell,  South  Valley 
Eupert  W.  Ford,  Otego 
John  W.  Green,  West  Laurens 

E.  E.  Houghton,  Schenevus 

F.  H.  Hurst,  Oneonta 
Marshal  Latcher,  Oneonta 
Horace  Lathrop,  Cooperstown 


J.  K.  Leaning,  Cooperstown 
Charles  H.  Link,  Burlington  Flats 
Chas.  Henry  Link,  Burlington  Flats 
W.  R.  Lough,  Edmeston  Centre 
J.  H.  McClellan,  Oneonta 
J.  H.  Martin,  Binghamton 
George  L.  Merritt,  Cherry  Valley 
John  H.  Moon,  Cooperstown 
G.  S.  Olin,  Oneonta 
C.  E.  Parish,  Maryland 
Edward  J.  Parish,' Maryland 
Ozias  W.  Peck,  Oneonta 
S.  G.  Pomeroy,  West  Oneonta 
George  E.  Schoolcraft,  Hartwick 
W.  R.  Seeber,  Milford 
Henry  D.  Sill,  Cooperstown 
George  A.  Sloan,  Westford 
Julian  C.  Smith,  Oneonta 
J.  W.  Sterricker,  Roseboom 
P.  Kerney  Strong,  Laurens 
J.  W.  Swanson,  Springfield  Centre 
G.  C.  Thayer,  Cooperstown 
Frank  L.  Windsor,  Laurens 
C.  F.  Wood,  Wells  Bridge 
Milton  C.  Wright,  Mt.  Vision 
Number  of  Members,  51. 


Deceased:  E.  E.  Dye,  Fly  Creek;  William  H.  Leonard,  Worcester. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  PUTNAM. 

(Organized  July  29, 1879.) 
Meetings.— Annual,   fourth   Tuesday  in   April;    semi-annual,   fourth 
Tuesday  in  October. 

[Society  at  present  not  in  active  existence.] 
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MEDICAL  SOCIETY  OF  QUEENS-NASSAU. 

Meetings. — Annual,  last  Tuesday  in  May;  semi-annual,  last  Tuesday 
in  October. 

Officers.     (May,  1901.) 

Wm.  H.  Zabriskie,  President.         Louis  N.  Lanehart,  Vice-President. 
James  S.  Cooley,  Secretary  and  Treasurer. 
John  Ordronaux,  Historian. 


Delegates  to  State  Medical  Society . 


John  H.  Barry, 
J.  H.  Bogart, 
George  H.  Donahue, 
Geo.  W.  Faller, 
AV.  G.  Frey, 


J.  E.  Hutcheson, 
John  R.  Hinkson, 
Samuel  Hendrickson, 
Charles  H.  Ludlam, 
Walter  Lindsay, 


Geo.  K.  Meynen, 
E.  F.  Macfarlane, 
James  D.  Trask, 
John  F.  Valentine. 


Members. 


A.  J.  Anderson,  Long  Island  City 

H.  M.  Auger,  Jamaica 

H.  L.  Barker,  Woodside 

Irving  F.  Barnes,  Oyster  Bay 

J.  H.  Barry,  Long  Island  City 

Austin  J.  Blanchard,  Jamaica 

J.  H.  Bogart,  Eoslyn 

Willet  S.  Brown,  Flushing 

P.  H.  Bumster,  Long  Island  City 

W.  J.  Burnett,  Long  Island  City 

M.  S.  Caldwell,  Far  Rockaway 

Edwin  Carman,  Freeport 

G.  Herbert  Carter,  Huntington 

William  I.  Cocke,  Port  Washington 

A.  C.  Combes,  Newton 

James  S.  Cooley,  Glen  Cove 

J.  H.  B.  Denton,  Freeport 

G.  W.  Donahue,  Northport 

Horace  D.  Dow,  Maspeth 

F.  T.  de  Lano,  Rockville  Centre 
John  W.  Durkee,  Sea  Clifl 

G.  D.  Farwell,  Elmhurst 
George  W.  Faller,  Oyster  Bay 
C.  G.  J.  Finn,  Hempstead 
Neil  0.  Fitch,  Astoria 

Walter  G.  Frey,  Long  Island  City 
G.  A.  Fensterer,  Floral  Park 
George  Forbes,  L.  I.  City 
J.  Mansfield  Foster,  Valley  Streams 
William  B.  Gibson,  Huntington 
E.  A.  Goodridge,  Flushing 
R.  C.  Gray,  Farmingdale 
George  H.  Hammond,  Freeport 
Samuel  Hendrickson,  Jamaica 
Skidmore  Hendrickson,  Brooklyn 
M.  W.  Herriman,  Long  Island  City 
J.  P.  Heyen,  Northport 
J.  R.  Hinkson,  Long  Island  City 
J.  E.  Hutcheson,  Rockville  Centre 


Arthur  D.  Jaques,  Lynbrook 
James  B.  Kennedy,  Long  Island  City 
J.  J.  Kindred,  Astoria 
Robert  Kingman,  Glen  Cove 
L.  N.  Lanehart,  Hempstead 
T.  A.  Lehmann,  Long  Island  City 
Water  Lindsay,  Huntington 
C.  H.  Ludlam,  Hempstead 
Walter  D.  Ludlum,  Hempstead 
Obed  L.  Lusk,  Jamaica 
Wm.  J.  Malcolm,  Jericho 
Henry  McDonald,  Morris  Park 
R.  F.  Macfarlane,  Long  Island  City 
John  Mann,  Westbury 
P.  J.  McKeown,  Long  Island  City 
Paul  O.  Meyer,  Long  Island  City 
G.  K.  Meynen,  Jamaica 
James  T.  Michel,  Farmingdale 
C.  M.  Niesley,  Manhasset 
John  Ordronaux,  Roslyn 
E.  N.  Pershing,  Lawrence 
Adolph  G.  Rave,  New  Hyde  Park 
E.  G.  Rave,  Hicksville 
R.  F.  B.  Seaman,  Locust  Valley 
E.  D.  Skinner,  Mineola 
W.  T.  Scovil,  Richmond  Hill 
M.  M,  Slocum,  Freeport 
S.  B.  Smallwood,  Astoria 
Wm.  J.  Steele,  Baldwin 
C.  B.  Story,  Bayside 
Benj.  G.  Strong,  Long  Island  City 
H.  B.  Tingley,  Oceanus 
J.  D.  Trask,  Astoria 
John  F.  Valentine,  Richmond  Hill 
J.  C.  Vanderveer,  Mineola 
Anselm  A.  Voegtle,  Long  Island  City 
H.  M.  Warner,  Hempstead 
Philip  M.  Wood,  Jamaica 
William  H.  Zabriskie,  Glen  Cove 
Number  of  Members,  78. 
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MEDICAL  SOCIETY  OF  THE  COUNTY  OF  RENSSELAER. 

(Organized  180(5.) 

Meetings. — Annual,  second  Tuesday  in  May;  stated,  second  Tuesday  in 
each  month,  except  July  and  August. 


Officers. 

G.  A.  Bradbury,  President. 
H.  E.  DeFreest,  i^ecretary. 


(May,  1901.) 

Aaron  D.  Davidow,  Vice-President. 
R.  B.  Bontecou,  Treasurer. 


Cemors :  J.  C.  Hutchinson,  R.  A.  Kirkpatrick,     James  Love. 


H.  E.  DeFreest, 


Delegates  to  State  Medical  Society 
A.  D.  Davidow,       James  Love, 
Members. 


R.  A.  Kirkpatrici, 


(Where  no  town  is  mentioned  Troy  is  to  be  understood.) 


A.  F.  Adt,  54  4th  st 
W.  Aikin,  12  4th  st 

C.  S.  Allen,  Greenbush 

W.  L.  Allen,  Greenbush 

Joseph  E.  Baynes,  2145  5th  av 

Edward  W.  Becker,  Fourth  st 

J.  H.  Bissell,  2187  5th  av 

R.  B.  Bontecou,  82  4th  st 

R.  Brinsmade  Bontecou,  82  4th  st 

B.  S.  Booth,  21  1st  st 

G.  A.  Bradbury,  543  2d  av  N. 
E.  A.  Brown,  4  Union  pi 
Archibald  Buchanan,  128  3d  st 
Donald  G.  Buchanan,  1930  5th  av 
E.  W.  Capron,  518  2d  av  N. 
J.  H.  Cipperly,  131  2d  st 
A.  C.  Grouse,  Melrose 
A.  D.  Davidow,  141  3d  st 
H.  E.  DeFreest,  745  River  st 
M.  D.  Dickinson,  6  St.  Paul's  pi 
T.  G.  Dickson,  1829  4th  av 
Hiram  Elliott,  Marshall  Infirmary 
M.  Felter,  1626  5th  av 
William  Finder,  Jr.,  2  Union  pi 
W.  J.  Flemming,  169  3d  st 
H.  C.  Gordinier,  89  4th  st 

C.  E.  Gieenman,  179  1st  st 
T.  H.  Hannan,  Hoosick  Falls 
J.  B.  Harvie,  6  Clinton  pi 

T.  B.  Heimstreet,  14  Division  st 

C.  B.  Herrick,  1824  5th  av 
W.  L.  Hogeboom,  2183  5th  av 

D.  W.  Houston,  44  2d  st 


J.  C.  Hutchinson,  328  Congress  st 
H.  T.  Ives,  8  15th  st 
M.Keenan,  2275  5th  av 
O.  F.  Kinloch,  16  4th  st 
Rollin  A.  Kirkpatrick,  739  River  st 
William  Kirk,  Fifth  av 
James  Love,  9  Winslow  av 
E.  L.  Lyons,  298  4th  av 
J.  P.  Marsh,  1828  5th  av 
W.  P.  Mason,  Prof.  Chera.,  R.  P.  L 
G.  L.  Meredith,  2129  5th  av 
J.  McChesuev,  Pawlings  av 
James  T.  McKenna,  117  3d  st 
E.  W.  Morehouse,  99  2d  st 
J.  W.  Morris,  1823  5th  av 
C.  E.  Nichols,  25  1st  st 
'M.  F.  Phalen,  1629  5th  av 

E.  E.  Richards,  Averill  Park 
Z.  Rosseau,  105  2d  st 

T.  B.  St.  John,  Centre  Brunswick 
W.  W.  Seymour,  105  3d  st 
S.  A.  Skinner,  Hoosick  Falls 

F.  Smith,  3  Clinton  pi 

A.  R.  Thompson,  4  Clinton  pi 
C.  Howard  Travel  1,  14  4th  st 
L.  G.  Tuttle,  Business  College 

B.  J.  Ward,  1  Cvprus  st 
R.  H.  AVard,  53  4thst 
M.  A.  Wheeler,  Albia 
F.  Winship,  Eagle  Mills 
Isaac  N.  Wright,  Averill  Park 
Thomas  G.  Wright,  817  River  st 

Number  of  Members,  65. 


Deceased:  Wm.  C.  Cooper,  Troy,  August  14,  1900,  aet.  78;  F.  T. ^Mc- 
intosh, Troy. 

MEDICAL  SOCIETY  OF  THE  COUNTY  OF  RICHMOND. 

Meetings. — Annual,  second  Wednesday  in  January;  stated,  second 
Wednesday  in  each  month,  at  8.15  p.m.,  at  the  Staten  Island  Academy, 
New  Brighton. 
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Officers.     (January,  1901.) 

Jefferson  Scales,  President.  C.  W.  Townsend,  Vice-President. 

H.  C.  Johnston,  Secretary  and  Treasurer. 

Owsors/  J.  J.  O'Dea,  Wm.  Bryan,  Walker  Washington. 

Delegate  to  State  Medical  Society  :  E.  D.  Wisely. 

Members. 

F.  T.  Barber,  Port  Eichmond  J.  J.  O'Dea,  Stapleton 

H.  Beyer,  Stapleton  F.  Mechtold,  Stapleton 

Horace  B.  Blan,  Port  Eichmond  Isaac  L.  Millspaugh,  Eichmond 

W.  W.  Bostwick,  ISew  Brighton  George  Mord,  Clifton 

George  P.  Boulden,  New  Brighton  H.  W.  Patterson,  New  Brighton 

W.  F.  Bourne,  Tomkinsville  Charles  E.  Pearson,  New  Brighton 

William  Bryan,  W.  New  Brighton  F.  De  Eevere,  Stapleton 

E.  J.  Callahan,  W.  New  Brighton  Jefferson  Scales,  New  Brighton 

F.  E.  Clarke,  W.  New  Brighton  E.  H.  Sparks,  Prince's  Bay 
J.  S.  Carman,  Castleton  Corners  J.  T.  Sprague,  Clifton 

N.  D.  Chapman,  Linoleumville  A.  H.  Thomas,  Clifton 

J.  G.  Clarke,  W.  New  Brighton  C.  W.  Townsend,  New  Brighton 

E.  D.  Coonley,  Mariners'  Harbour  Wm.    £.  Van  Vredenburgh,  New 

L.  M.  Cornelius,  Mariners'  Harbor  Brighton 

A.  D.  Decker,  Prince's  Bay  J.  E.  Vidal,  Stapleton 

J.  D.  Dickson,  New  Brighton  Theodore  Walser,  New  Brighton 

A.  H.  Doty,  Clifton  W.  C.  Walser,  W.  New  Brighton 

E.  Henry  Golder,  Eossville  Walker  Washington,  Tottenville 

H.  T.  Goodwin,  Stapleton  S.  E.  Whitman,  Port  Eichmond 

Ernest  E.  Hillyer,  Port  Eichmond  W.  B.  Wilkinson,  New  Brighton 

G.  P.  Jessup,  New  Dorp  E.  D.  Wisely,  Port  Eichmond 
H.  C.  Johnston,  New  Brighton  Alfred  S.  Wood,  New  Brighton 
H.  D.  Joy,  New  Brighton  J.  W.  Wood,  Port  Eichmond 
Max  Krueger,  Stapleton  Number  of  Members,  47. 

MEDICAL  SOCIETY  OF  THE  COUNTY  OF  EOCKLAND. 

(Reorganized  May  18, 1850.) 

Meetings. — Annual,  last  Tuesday  in  May;  semi-annual,  last  Tuesday 
in  October. 

Officers. 

E.  B.  Laird,  President.                     E.  H.  Maynard,  Vice-President. 
,  Secretary. 

Censors:  A.  O.  Bogart,  G.  A.  Blauvelt,  J.  O.  Polhemus. 

Delegate  to  State  Medical  Society : . 

Members. 

Garrett  A.  Blauvelt,  Nyack  Frank  L.  Laverseur,  Haverstraw 

Albert  O.  Bogart,  Pearl  Eiver  C.  H.  Masten,  Sparkill 

S.  Demorest,  Suffern  E.  H.  Maynard,  Nyack. 

H.  H.  House,  Eockland  Lake  J.  O.  Polhemus,  Nyack. 
Eugene  B.  Laird,  Haverstraw  Number  of  Members,  9 

MEDICAL  SOCIETY  OF  THE  COUNTY  OF  ST.  LAWEENCE. 

(Reorganized  1861.) 

Meetings. — Annual,  first  Tuesday  in  April ;  quarterly,  first  Tuesday  in 
January,  April,  July,  and  October. 
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Officer!^.     (1901.) 


W.  Grant  Cooper,  President. 
S.  W.  Close,  Seo-etary. 


F.  F.  Taylor,  Vice-President. 
A.  H.  Allen,  Treasurer. 


Censors:  Jesse  Reynolds,  William  Mabon,         E.  II.  Bridges. 

Delegates  to  State  Medical  Society  : 

W.  B.  Hanbidge,  William  Mabon,  S.  E.  Brown, 

G.  C.  Madill,  F.  F.  Drury. 


Members. 


Andrew  H.  Allen,  Gouverneur 
F.  D.  xVllen,  Richville 
F.  A.  Anderson,  Massena 
W.  L.  Babcock,  Ogdensburg 
L.  B.  Baker,  Russell 
John  N.  Basset,  Canton 
R.  T.  Bishop,  Ogdensburg 

E.  H.  Bridges,  Ogdensburg 
S.  E.  Brown,  Ogdensburg 
S.  Pope  Brown,  Potsdam 
Mary  Bryan,  Ogdensburg 
S.  W.  Close,  Gouverneur 

W.  Grant  Cooper,  Ogdensburg 

F.  W.  Crocker,  Lawrence 
W.  S.  Daly,  Ogdensburg 
S.  W.  Dodge,  Massena 
George  H.  Dowsey,  Madrid 
Benjamin  F.  Drury,  Gouverneur 
Fred.  F.  Drury,  Gouverneur 
Franklin  D.  Earl,  Ogdensburg 

D.  W.  Finnemore,  Potsdam 
J.  Q,  Flood,  Hopkinton 
Frank  J.  Fuller,  Potsdam 

E.  H.  Hackett,  North  Lawrence 
H.  T.  Hammond,  Chase's  Mills 
W.  H.  Hanbidge,  Ogdensburg 
Lucia  E.  Heaton,  Canton 


M.  D.  Hooks,  Madrid 

R.  H.  Hutchings,  Ogdensburg 

H.  Kay  Kerr,  Hammond 

D.  Kellock,  Fullerville 

W.  H.  Kidder,  Ogdensburg 
Roy  L.  Leak,  Ogdensburg 
William  Mabon,  Oprdensburg 
Grant  C.  Madill,  Ogdensburg 
O.  McFadden,  Massena 
H.  A.  Mcllmoyl,  Ogdensburg 
Hugh  Miller  McKay,  Canton 
Caroline  Pease,  Ogdensburg 
T.  A.  Pease,  Norwood 
J.  S.  Raymond,  Ogdensburg 
Wm.  B.  Reed,  Ogdensburg 
Jessie  Reynolds,  Potsdam 
P.  H.  Shea,  Canton 
Moses  E.  Smith,  Colton 
W.  C.  Smith,  Winthrop 

E.  M.  Somers,  Jr.,  Ogdensburg 
D.  M.  Taylor,  Edwards 
Frank  F.  Taylor,  Massena 

W.  E.  Whitford,  Hermon 
S.  D.  Wilgus,  Ogdensburg 
J.  C.  Wilson,  Canton 
James  Wiltse,  Benson's  ]\lines 
Number  of  Members,  53. 


Deceased:  Ira  J.  Fuller,  Spragueville,  May  1901,  set.  43. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  SARATOGA. 

(Organized  in  July,  1807.) 

Meetings. — Annual,  first  Tuesday  in  June  ;  semi-annual,  first  Tuesday 
in  December. 

Members.     (List  not  revised.) 


0.  D.  Bull,  Stillwater 

A.  B.  Burger,  Mechanicsville 
G.  F.  Comstock,  Saratoga  Springs 
C.  Ensign,  Mechanicsville 
W.  H.  Hall,  Saratoga  Springs 
E.  G.  Inlay,  Saratoga  Springs 

1.  G.  Johnson,  Greenfield  Centre 
A.  C.  Kniskern,  Mechanicsville 


M.  Lewis,  Ballston  Spa 
B.  J.  Murrav,  Saratoga  Springs 
T.  E.  Parkmau,  Rock  Citv  Falls 
F.  A.  Sherman,  Ballston  Spa 
H.  Vandenburgh,  Ballston  Spa 
F.  A.  Young,  West  Charlton 
Edgar  Zeh,  Waterlbrd 

Number  of  Members,  15. 


Deceased:  Tabor  B.  Reynolds,  Saratoga  Springs,  July  4,  1901,  xi.  80. 


504 


COUNTY    MEDICAL    SOCIETIES. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  SCHENECTADY. 

(Organized  January  16, 1869.) 

Meetings. — Annual,  second  Tuesday  in  January;  semi-annual,  second 
Tuesday  in  June;  monthly,  second  Tuesday  in  February,  March,  April, 
May,  September,  November,  and  December. 

Officers.     (January,  1901.) 

C.  F.  Clowe,  President.  J.  F.  McEncroe,  Vice-President. 

Edward  J.  Wiencke,  Secretary.       Joseph  Eaymond,  Treasurer. 

Censors :  John  A.  Heatley,  Charles  C.  Duryea,  Lester  Betts, 

Delegate  to  State  Medical  Society :  Alexander  Ennis. 


Members. 


W.  A.  Alexander,  Schenectady 
H.  A.  Battin,  Schenectady 
Herman  Bauer,  Schenectady 
Lester  Betts,  Schenectady 
C.  G.  Briggs,  Schenectady 
H.  A.  Bryant,  Mt.  Pleasant 

F.  F.  Burtis,  Schenectady 
N.  C.  Cheeseman,  Scotia 
C.  F.  Clowe,  Schenectady 
W.  T.  Clute,  Schenectady 
J.  H.  Collins,  Schenectady 

H.  L.  Cruttenden,  Schenectady 

C.  C.  Duryea,  Schenectady 
A.  Ennis,  Pattersonville 
A.  S.  Fay,  Bellevue 

Wm.  L.  Fodder,  Schenectady 
P.  E.  Furbeck,  Gloversville 
Fenton  I.  Gidley,  Schenectady 
W.  W.  Goddard,  Schenectady 
W.  G.  B.  Hall,  Schenectady 
J.  A.  Heatley,  Schenectady 
W.  L.  Huggins,  Schenectady 

G.  V.  Johnson,  Schenectady 

D.  L.  Kathan,  Schenectady 
Henry  A.  Kurth,  Schenectady 
C.  A.  MacMinn,  Schenectady 

E.  J.  McCarthy,  Schenectady 


George  E.  McDonald,  Schenectady 
Kalph  McDougall,  Delansen 
J.  F.  McEncroe,  Schenectady 
Charles  McMuUen,  Schenectady 
Peter  McPartlon,  Schenectady 
P.  T.  Markey,  Schenectady 
Janet  Murray,  Schenectady 
H.  V.  Mynderse,  Schenectady 
William  Parsons,  Fultonville 
William  L.  Pearson,  Schenectady 
Maurice  Perkins,  Schenectady 
M.  G.  Plank,  Schenectady 
Joseph  Raymond,  Schenectady 
J.  E.  Reed,  Schenectady 
E.  T.  Rulison,  Schenectady 
J.  L.  Schoolcraft,  Schenectady 
Harman  A.  Staley,  Schenectady 
Reed  A.  Sauter,  Schenectady 
G.  B.  Teames,  Schenectady 
C.  N.  Van  Den  Burgh,  Bellevue 
Frank  Vander  Bogert,  Schenectady 
E.  S.  Voss,  Schenectady 
A.  Van  Vranken,  Schenectady 
Burton  Van  Zandt,  Schenectady 
Edward  J.  Wiencke,  Schenectady 
William  Wilson,  Scotia 
Edwin  Young,  West  Glenville 
Number  of  Members,  54. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  SCHOHARIE. 

(Organized  in  1806 ;  reorganized  in  1857.) 

Meetings.— Annual,  first  Tuesday  in  June ;  semi-annual,  second  Tues- 
day in  October. 

Officers    (1901.) 


E.  S.  Simpkins,  President. 
H.  F.  Kingsley,  Secretary. 

Censors :  C.  K  Frazer, 
F.  L.  Posson, 


O.  A.  Snyder,  Vice-President. 
L.  Cross,  Treasurer. 

J.  J.  Miller,  S.  LeFevre, 

LeRoy  Becker. 
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Committee  on  Hygiene :  W.  S.  Rivenburgh,  W.  W.  Burgett. 

Delegates  to  State  Medical  Society  : 

Sherwood  LeFevre,  C.  S.  Best,  LeRoy  Becker, 

H.  L.  Odell,  (J.  A.  Snyder. 

Members. 


F.  P.  Beard,  Cobleskill 

John  J.  Beard,  Sharon  Springs 

LeRov  Becker,  Cobleskill 

C.  S.  Best,  Middleburgh 

E.  E.j  Billing,  Gilboa 

J.  R.  Brown,  Seward 

E.  E.  Brayman,  Livingstonville 

E.  0.  Bruce,  Hindsville 

W.  W.  Burgett,  Fultonham 

L.  Cross,  Cobleskill 

Charles  Dickinson,  Seward 

J.  A.  Dockstader,  Sharon  Springs 

C.  K.  Frazier,  Cobleskill 

Andrew  J.  Griffin,  Carlisle 

Abram  L.  Haines,  Schoharie 

John  Hotaling,  Gallupville 

E.  L.  Johnson,  Richmondville 

H,  F.  Kingsley,  Schoharie 

Ezra  Lawyer,  "Cobleskill 

Sherwood  LeFevre,  Central  Bridge 


D.  M.  Leonard,  Broome  Centre 
Edward  Marsh,  Sloansville 
S.  A.  Mereness,  Cobleskill 
J.  J.  Miller,  Cobleskill 

D.  Norwood,  Esperance 

H.  L.  Odell,  Sharon  Springs 

E.  S.  Persons,  Gilboa 

F.  L.  Posson,  Schoharie 

W.  S.  Rivenburgh,  Middleburgh 
R.  J.  Roscoe,  Cobleskill 
J.  Rossman,  Middleburgh 
Edgar  S.  Simpkins,  Middleburgh 
Nathan  Smith,  Richmondville 
O.  A.  Snyder,  Schoharie 
James  M"  Tibbits,  West  Fulton 
J.  H.  Vrooman,  North  Blenheim 
John  H.  Weckel,  Breakabeen 
Chas.  E.  Weidman,  Gallupville 
Henry  D.  Wells,  Middleburgh 
C.  F/ Wharton,  Summit 

Number  of  Members,  40. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  SCHUYLER. 

(Organized  December  29, 1857.) 

Meetings. — Annual,  second  Tuesday  in  January ;  semi-annual,  second 
Tuesday  in  July. 

Officers.     (List  not  revised.) 

W.  H.  Heist,  President.  J.  Franklin  Barnes,  Vice-President. 

George  M.  Post,  Secretary  and  Treasurer. 

E.  H.  Davis,  W.  H.  Heist, 

George  P.  Laylor. 

Delegate  to  State  Medical  Society :  S.  B.  Allen. 

Members. 


Censors:  S.  B.  Allen, 
G.  M.  Post, 


Seth  B.  Allen,  Burdett 
J.  F.  Barnes,  Watkins 
William  H.  Beach,  Catharine 
Robert  Bell,  Monterey 
M.  L.  Bennett,  Watkins 
D.  W.  Birge,  Hector 
John  Boyce,  Weston 
W.  H.  Heist,  Townsend 


George  P.  Lalor,  Montour  Falls 

George  M.  Post,  ]Montour  Falls 

D.  W.  Scutt,  Watkins 

O.  B.  Sherwood,  Cavutaville 

B.  T.  Smelzer,  Albanv 

G.  O.  Smith,  Odessa 

H.  P.  Stillwell,  Burdett 

Number  of  Members,  15. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  SENECA. 
Meetings. — Annual,  second  Thursday  in  May. 

Officers. 

John  F.  Crosby,  President.  Edwin  R.  Bishop,  Vice-President. 

D.  F.  Everts,  Secretary.  Frank  M.  Severson,  Treasurer. 
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Censors  :  Elias  Lester,       George  A.  Bellows,       E.  W.  Bogardus, 
John  Denniston,  L.  A.  Gould. 

Delegate  to  State  Medical  Society :  James  E.  Medden. 
Members. 


A.  J.  Alleman,  McDougalPs 
F.  F.  Bamford,  Willard 
George  A.  Bellows,  Waterloo 
Edwin  R,  Bishop,  Geneva 
M.  D.  Blaine,  Auburn 
E.  W.  Bogardus,  Poplar  Ridge 
Frederick  E.  Bowlby,  Willard 
Harvey  E.  Brown,  Fayette 
J.  F.  Carlton,  Waterloo 
J.  S.  Carman,  Lodi 
George  W.  Clark,  Waterloo 
J.  F.  Crosby,  Seneca  Falls 
Thomas  Currie,  Willard 
John  Denniston,  Ovid 
Richard  Dey,  Romulus 
Robert  Doran,  Willard 
D.  F.  Everts,  Romulus 
John  Flickinger,  Trumansburg 
Louis  A.  Gould,  Farmer 


James  H.  Haslett,  Waterloo 
Elias  Lester,  Seneca  Falls 
Frederick  W.  Lester,  Seneca  Falls 
William  A.  Macy,  Willard 
James  E.  Medden,  Seneca  Falls 
W.  S.  Nelson,  Seneca  Falls 
Charles  B.  Osborne,  Waterloo 
J.  O.  Pangburn,  Logan 
George  Post,  Ovid 
James  S.  Purdy,  Seneca  Falls 
John  Russell,  Willard 
Wm.  L.  Russell,  Willard 
Charles  F.  Sanborn,  Willard 
Frank  W.  Severne,  Farmer 
Frank  M.  Severson,  Seneca  Falls 
William  B.  Stacy,  Magee's  Corners 
J.  H.  Sternberg,  Waterloo 
William  Steinbach,  Willard 
J.  M.  Townsend,  Trumansburg 
Number  of  Members,  37. 


Deceased:  Samuel  R.  Wells,  Waterloo,  July  14,  1900,  set.  75 


MEDICAL  SOCIETY  OF  THE  COUNTY^  OF  STEUBEN. 

Meetings. — Annual,  second  Tuesday  in  May ;  semi-annual,  second  Tues- 
day in  October ;  quarterly,  second  Tuesday  in  August. 

Officers.     (1901.) 

J.  G.  Kelly,  President.  B.  A.  Barney,  Vice-President. 

W.  W.  Smith,  Secretary  and  Treasurer. 

:  '     Censors:  C.  S.  Parkhill,  Ira  P.  Smith,  W.  S.  Cobb, 

E.  J.  Carpenter,  H.  R.  Ainsworth. 

Delegates  to  State  Medical  Society : 

E.  J.  Carpenter,  Thomas  H.  Pawling,  James  E.  Walker, 

H.  B.  Nichols,  C.  B.  Stevens,  J.  L.  Miller, 

J.  G.  Kelly,  W.  W.  Smith,  Stephen  M.  Switzer. 

W.  S.  Cobb, 


Members. 


Cassius  M.  Ackley,  South  Dansville 
H.  R.  Ainsworth,  Addison 
P.  L.  Alden,  Hammondsport 

A.  A.  Aldrich,  Addison 
Eli  Allison,  Wayne 

H.  A.  Argue,  Corning 

M.  T.  Babcock,  Hammondsport 

Benj.  A.  Barney,  Hammondsport 

Robert  Bell,  Monterey 

H.  M.  Bourne,  Corning 

C.  M.  Brasted,  Hornellsville 

B.  H.  Briggs,  Avoca 


Marcus  C.  Butler,  Corning 
Edward  J.  Carpenter,  Corning 
Charles  A.  Carr,  Corning 
D.  J.  Chittenden,  Addison 
George  Conderman,  Hornellsville 
Willis  S.  Cobb,  Corning 
J.  B.  Dudley,  Painted  Post 
Ray  Dunham,  Hornellsville 
F.  G.  Esson,  Corning 
Lewis  Fitzsimmons,  South  Putney 
T.  B.  Fowler,  Cohocton 
Horatio  Gilbert,  Hornellsville 
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H.  S.  Gillett,  Savona 
George  S.  Goff,  Corning 
Charles  O.  Green,  Hornellsville 
Charles  W.  Hayt,  Corning 
J.  L.  Howell,  Avoca 
M.  B.  Hubbs,  Addison 
Harvey  P.  Jack,  Canisteo 
Ambrose  Kasson,  Bath 
J.  G.  Kelly,  Hornellsville 
Frank  H.  Koyle,  Hornellsville 
George  W.  Lane,  Corning 
R.  G.  Lawrence,  Hornellsville 
Thomas  A.  McNaraara,  Corning 
D.  P.  Matthewson,  Bath 
Henry  A.  May,  Corning 
John  L.  Miller,  Corning 
J.  D.  Mitchell,  Hornellsville 
Samuel  Mitchell,  Hornellsville 
H.  B.  Nichols,  Pultney 
W.  E.  Palmer,  Hornellsville 
C.  S.  Parkhill,  Hornellsville 
R.  F.  Parkhill,  Howard 
C.  Patterson,  Avoca 
Thomas  H.  Pawling,  Bath 


Charles  R.  Philliy)s,  Hornellsville 

Emory  C.  Pi x ley,  Bath 

Frank  Ward  Ross,  Elmira 

Robert  J.  Scott,  Prattsburgh 

H.  B.  Smith,  Corning 

L  P.  Smith,  Bath 

Lyman  B.  Smith,  Hornellsville 

W.  W.  Smith,  Avoca 

H.  S.  Sproul,  Corning 

Frank  H.  Starr,  Bath 

C.  B.  Stevens,  Wallace 

P.  K.  Stoddard,  Prattsburgh 

Spencer  H.  Stuart,  Cameron 

Stephen  M.  Switzer,  Bradford 

V.  B.  Thorne,  Woodhull 

C.  J.  Tomer,  Savona 

H.  L.  Tyler,  Corning 

Bertis  R.  Wakeman,  Hornellsville 

James  E.  Walker,  Hornellsville 

Townsend  Walker,  Campbell 

Eugene  E.  Webster,  Hornellsville 

Seymour  C.  Williams,  Canisteo 

F.  D.  Williamson,  Arkport 

E.  Winne,  Haskinville 

Number  of  Members,  72. 


Deceased:  Myron  H.  Parkhill,  Howard,  March  24,  1901,  set.  36. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  SUFFOLK. 

(Organized  July  22, 1806.) 

Meetings.  —Annual,  in  April,  at  Riverhead,  during  court  week ;  semi- 
annual, in  October,  on  the  day  and  at  the  place  directed  at  the  April 
meeting. 

Officers.     (April,  1901.) 

John  H.  Benjamin,  President.         A.  C.  Loper,  Vice-P)'esident. 
P.  V.  B.  Fowler,  Secretary.  B.  D.  Skinner,  Treasurer. 

J.  H.  Benjamin,  Librarian. 

Censors:  A.  H.  Terry,        Addison  Raynor,        Charles  E.  Wells. 

Delegates  to  State  Medical  Society  : 

P.  V.  B.  Fowler,  Wm.  B.  Savage,  A.  M.  Payne, 

W.  H.  Ross,  Bradley  F.  Many. 


Members. 


Clarence  A.  Baker,  Yaphank 
Lester  C.  Baldwin,  Southold 
J.  F.  Bell,  East  Hampton 
F.  Everett  Benjamin,  Shelter  Island 
John  H.  Benjamin,  Riverhead 
W.  S.  Bennett,  Patchogue 
Samuel  Blume,  Riverhead 
C.  G.  Brink,  Central  Islip 
George  Campbell,  Central  Islip 
M.  L.  Chalmers,  Port  Jefferson 
Silas  R.  Corwith,  Bridgehamton 
Robert  G.  Cornwall,  Jamesport 


F.  C.  Dildine,  Port  Jefferson 
L.  B.  Edwards,  Patchogue 
George  T.  Fanning,  Stony  Brook 
P.  V.  B.  Fowler,  Centre  Moriches 
Hugh  Halsey,  Southampton 
James  L.  Halsev,  Islip 
Ed.  H.  Hamill,' Newark,  N.  J. 
W.  W.  Hewlett,  Babylon 
M.  B.  Heyman,  Central  Islip 
Charles  H.  Hildreth,  Southampton 
Clarence  H.  Hulse,  Sayville 
William  A.  Hulse,  Bay  Shore 
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C.  D.  Jones,  Amityville 
A.  B.  Leggett,  Babylon 
M.  B.  Lewis,  East  Hampton 

A.  C.  Loper,  Greenport 
Charles  A.  Luce,  Amityvile 

J,  H.  Maguire,  Salem,  Wash.  co. 
Robert  Mason,  Central  Islip 

B.  F.  Many,  Port  Jefferson 
Clarence  C.  Miles,  Greenport 

C.  E.  Morris,  Central  Islip 
John  Nugent,  Southampton 
Frank  Overton,  Patchogue 
A.  C.  Payne,  Riverhead 
Edward  F.  Preston,  Amityville 
Addison  Raynor,  Riverhead 


B.  F.  Rogers,  Eastport 
W.  H.  Ross,  Brentwood 
M.  G.  Ryan,  Central  Islip 
Wm.  B.  Savage,  East  Islip 
Mellville  S.  Skidmore,  East  Moriches 
Barton  D.  Skinner,  Greenport 
G.  A.  Smith,  Central  Islip 
J.  R.  Taylor,  Sag  Harbor 
Arthur  H.  Terry,  Patchogue 
H.  P.  Terry,  Riverhead 
H.  L.  Van  Deinse,  Sayville 
William  H.  Walling,  Bellport 
Charles  E.  Wells,  Sag  Harbor 
H.  H.  Young,  Riverhead 

Number  of  Members,  53. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  SULLIVAN. 

(Organized  October  3, 1809.) 

Meetings. — Annual,  first  Wednesday  after  the  second  Tuesday  in  June ; 
semi-annual,  whenever  the  Society  directs  at  the  annual  meeting. 


Officers. 


Charles  E.  Piper,  President. 
Charles  S.  Payne,  Secretary. 


W.  W.  Murphy,  Vlce-Pi'esident. 
W.  G.  Steele,  Treasurer. 


Censors :  F.  A.  Mc Williams,            C.  E.  Piper,            G.  F.  Rice. 
Delegate  to  State  Medical  Society : 


Members. 


W.  W.  Appley,  Cohocton 
George  M.  Beakes,  Bloomingburgh 
J.  A.  Cauthers,  Monticello 

E.  Crocker,  Narrowsburg 

J.  F.  Curlette,  Mountaindale 

W.  H.  DeKay,  Hurleyville 

N.  B.  Johnson,  Barryville 

S.  A.  Kemp,  Callicoon 

G.  H.  Lathrop,  Livingston  Manor 

F.  A.  Mc  Williams,  Monticello 


Ridley  C.  Paine,  Bethel 
Charles  S.  Payne,  Liberty 
G.  F.  Perry,  Woodbourne 
Charles  E.  Piper,  Wurtsboro 
G.  F.  Rice,  Jeffersonville 
W.  F.  Sherwood,  Liberty 
W.  G.  Steele,  Mongaup  Valley 
R.  C.  Tuttle,  Rockland 
W.  S.  Webster,  Liberty 
J.  L.  Whitcomb,  Liberty 

Number  of  Members,  20. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  TIOGA. 

Meetings, — Annual,  second  Tuesday  in  January ;  first  quarterly,  second 
Tuesday  in  April ;  semi-annual,  second  Tuesday  in  July ;  second  quarterly, 
second  Tuesday  in  October. 

Officers.     (January,  1901.) 

E.  E.  Pease,  President.  Wm.  A.  Moulton,  Vice-President. 

E.  E.  Bauer,  Secretary.  J.  M.  Barrett,  Treasurer. 

Censors :  George  M.  Cady,     M.  B.  Dean,     S.  W.  Thompson, 
James  Allen,  W.  A.  Moulton. 

Delegate  to  State  Medical  Society :  George  M.  Cady. 
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Members. 


James  Allen,  Richford 

D.  S.  Anderson,  Owego 
W.  L.  Ayer,  Owego 
James  M.  Barrett,  Owego 

E.  E.  Bauer,  Owego 

G.  W.  Beach,  Apalachin 
Edward  S.  Beck,  Owego 
W.  J.  Burr,  Newark  Valley 
George  M.  Cady,  Nichols 
G.  L.  Carpenter,  Waverly 

C.  W.  Chidester,  Newark  Valley 
M.  B,  Dean,  Candor 

R.  D.  Eastman,  Berkshire 
Walter  C.  Everett,  Nichols 
Charles  Gallagher,  Waverly 
Henry  A.  Glover,  Windham,  Pa. 
Charles  F.  Griswold,  Waverly 
R.  T.  Gates,  Newark  Valley 

D.  D.  Harnden,  Waverly 


R.  S.  Harnden,  Waverly 

C.  E.  Hollenheck,  Halsev  Valley 

C.  P.  Hutchina,  Waverly 

W.  E.  .lohnaon,  Waverly 

Hiram  L.  Knapp,  Newark  Valley 

J.  E.  Leonard,  Harford  Mills 

G.'B.  Lewis,  Owego 

I.  W.  Lewis,  Apalachin 

William  A.  Moulton,  Nichols 

A.  T.  Pearsall,  Owego 

E.  E.  Pease,  Nichols 

A.  W.  Post,  Tioga  Centre 

A.  W,  Stiles,  Owego 

C,  L.  Stiles,  Owego 

S.  W.  Thompson,  Owego 

J.  T.  Tucker,  Waverly 

H.  P.  Vosburg,  Halsey  Valley 

T.  C.  Washburn,  Spencer 

A.  G.  Watkins,  Speedsville 

Number  of  Members,  38. 


Deceased:  C.  R.  Heaton,  Owego,  July  19,  1900,  set.  58. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  TOMPKINS. 

(Organized  about  1815  ;  reorganized  October.  1862.) 

Meetings. — Annual,  last  Wednesday  in  May ;  semi-annual,  last  Wed- 
nesday in  November. 

Officers. 


Paul  R.  Brown,  President. 
Alice  M.  Potter,  Secretary. 


Edward  Meany,  Vice-President. 
Hardv  T.  Rhodes,  Treasurer. 


Censors :  S.  H.  Peck,  W.  C.  Gallagher,  John  Winslow, 

Eugene  Baker,  Edward  Meany. 

Committee  on  Hygiene :  B.  G.  Wilder,  James  Law. 

Delegate  to  State  Medical  Society  :  Luzerne  Coville. 


Members. 


Eugene  Baker,  Ithaca 
Judson  Beach,  Etna 
John  E.  Beers,  Danby 
Chauncey  P.  Biggs,  Ithaca 
Paul  R.  Brown,  Ithaca 
C.  C.  Cook,  Newfield 
Luzerne  Coville,  Ithaca 
Wm.  C.  Douglass,  Ithaca 
James  P.  Fahey,  Ithaca 
W.  C.  Gallagher,  Slaterville 
John  B.  Hawes,  Ithaca 
John  W.  Judd,  Ithaca 


E.  H.  Kvle,  Ithaca 

W.  H.  Lockerby,  Ithaca 

Edward  Meanv,  Ithaca 

E.  R.  Osterhout,  Newfield 

S.  H.  Peck,  Ithaca 

Alice  M.  Potter,  Ithaca 

Hardy  T.  Rhodes,  Ithaca 

John'M.  Townsend,  Trumansburg 

Henry  D.  Watson,  Ludlowville 

Arthur  D.  White,  Ithaca 

Burt  G.  Wilder,  Ithaca 

Number  of  Members,  23. 


Honorary  Members. 
Prof.  S.  H.  Gage,  Ithaca,        Prof.  James  Law,  Ithaca,       Mrs.  Gage. 
Deceased:  John  Winslow,  Ithaca,  January  27,  1900,  tet.  ^^. 
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MEDICAL  SOCIETY  OF  THE  COUNTY  OF  ULSTER. 

Meetings. — Annual,  last  Tuesday  in  May,  at  Kingston ;  quarterly, 
second  Tuesday  in  September,  December,  and  March,  at  such  places  as 
the  Comitia  Minora  may  direct. 

Officers. 


Rufus  Crawford,  President. 
A.  S.  Vrooman,  Secretary. 


Daniel  Connelly,  Vice-President. 
E.  H.  Loughran,  Treasurer. 


Censors :  A.  H.  Mambert,         E.  H.  Loughran,         J.  L.  Preston, 
W.  D.  Hasbrouck,  C.  V.  Hasbrouck. 

Committee  on  Hygiene :  J.  Chambers,  R.  Crawford,  C.  W.  Crispell, 
B.  B.  Bloom,  C.  A.  Munn. 

Delegates  to  State  Medical  Society :  E.  E.  Norwood,  A.  S.  Vrooman, 
D.  Connelly,        J.  J.  Wolf,        W.  D.  Hasbrouck. 


George  Basten,  Kingston 
Benjamin  R.  Bevier,  Napanock 

B.  B.  Bloom,  Shokan 
J.  Bougarty,  Kingston 

J.  M.  Bowman,  Eddyville 
J.  C.  Bowser,  Kingston 
W.  J.  R.  Brewster,  Port  Ewen 
Charles  S.  Brower,  Phoenicia 
J.  D.  Bryant,  Kingston 
E.  W.  Carhart,  Pine  Hill 
Jacob  Chambers,  Kingston 
P.  B.  Collier,  Kingston 
Daniel  Connelly,  Kingston 
H.  Craft,  Stone  Ridge 
Rufus  Crawford,  West  Camp 

C.  W.  Crispell,  Rondout 
John  A.  Decker,  Ulster  Park 
Charles  DeWitt,  Quarryville 
R.  Diedling,  Saugerties 

J.  F.  S.  Eastgate,  Ellenville 
J.  Freston,  Milton 
E.  J.  Gallagher,  Kingston 
A.  C.  Gates,  Kingston 
W.  W.  Hadley,  Stone  Ridge 
C.  V.  Hasbrouck,  Rosendale 
J.  Hasbrouck,  Port  Ewen 
W.  D.  Hasbrouck,  Rondout 


Members. 


P.  D.  B.  Hoornbeck,  Wawarsing 

J.  E.  D.  Hoornbeck,  Kerhonkson 

T.  O.  Keator,  Accord 

C.  F.  Keefe,  Kingston 

George  S.  La  Moree,  Highland 

Buel  Latch er,  High  Falls 

E.  H.  Loughran,  Kingston 

A.  H.  Mambert,  Rondout 

C.  T.  Montgomery,  Glasco 

Charles  A.  Munn,  Kingston 

R.  M.  Murphy,  Rondout 

J.  R.  Nelson,  Kingston 

E.  E.  Norwood,  Kingston 

A.  H.  Palmer,  Marlborough 

A.  Reed,  Highland 

S.  Schoonmaker,  Melrose,  Fla. 

W.  C,  Sebring,  Kingston 

George  Stanwix,  Saugerties 

A.  A.  Stern,  Rondout 

G.  H.  Van  Gaasbeck,  Kingston 

H.  Van  Hoevenburgh,  Kingston 

Alfred  S.  Vrooman,  Kingston 

J.  S.  Wade,  West  Hurley 

J.  J.  Wolf,  Rondout 

J.  D.  Wurtz,  Kingston 

J.  McF.  Winfield,  Brooklyn 

Number  of  Members,  53. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  WARREN. 

Meetings. — Annual,  second  Tuesday  in  June,  at  Glens  Falls;  semi- 
annual, when  and  where  the  Society  determines. 


Officers.     (1901.) 


F.  G.  Fielding,  President. 
W.  J.  Hunt,  Secretary. 


G.  A.  Chapman,  Vice- President] 
T.  J.  Henning,  Treasurer.     .^ 
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Censors:  D.  B.  Howard, 
D.  M.  Hull, 


D.  J.  Fitzgerald, 

F.  A.  Aldrich. 


E.  8.  BuUis. 


Delegate  to  State  Medical  Society  : 
Members. 


F.  A.  Aldrich,  Chestertown 

G.  H.  Aldrich,  Stony  Creek 
W.  W.  Aldrich,  Weavertown 
J.  H.  Bean,  Lake  George 
Elias  Bibby,  Glens  Falls 

E.  S.  Bullis,  Glens  Falls 
G.  A.  Chapman,  Glens  Falls 
L.  Charette,  Warrensburgh 
K.  J.  Eddy,  Glens  Falls 
Frederick  G.  Fielding,  Glens  Falls 
D.  J.  Fitz  Gerald,  Glens  Falls 


D.  M.  Hall,  Glens  Falls 
T.  J.  HtMininff,  Glens  Falls 
D.  B.  Howard,  Warrensburg 
W.  J.  Hunt,  Glens  Falls 
W.  R.  Keyes,  (rlens  Falls 
C.  J.  Loggins,  ^V''arrensburg 
G.  H.  McMurray,  Glens  Falls 
G.  R.  iNIartine,  Glens  Falls 
A.  H.  Phelps,  Glens  Falls 
Fred.  B.  Streeter,  Glens  Falls 
Number  of  Members,  21. 


Deceased:  Buel  G.  Streeter,  Glens  Falls,  July  24,  1900,  set.  68. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  WASHINGTON. 

(Organized  July  1,  1806.) 

Meetings. — Annual,  third  Tuesday  in  May,  at  Argyle;  semi-annual, 
first  Tuesday  in  October,  at  Greenwich. 

Officers.     (May,  1901.) 

James  T.  Park,  President.  D.  M.  McKenzie,  Vice-President. 

Henry  Root,  Secretary  and  Treasurer. 

Censors:  S.  J.  Banker,  J.  Millington,         R.  C.  Davies. 

Committee  on  Hygiene:    W.  C.  Cuthbert,     J.  W.  Dean. 

Delegates  to  State  Medical  Society :  W.  A.  Tenney,     Samuel  Pashley, 
George  M.  Stillman,         Lewis  R.  Oatman. 


Members. 


O.  C.  Baker,  Brandon,  Vt. 
S.  J.  Banker,  Fort  Edward 
Franklin  T.  Beattie,  Shusan 

F.  H.  Braymer,  Knoxville,  Tenn. 

G.  A.  Bromley,  Granville 
Frank  H.  Carpenter,  West  Rupert 
J.  Cipperly,  Middle  Falls 
James  S.  Cooley,  Glen  Cove 

W.  C.  Cuthbert,  Sandy  Hill 
R.  C.  Davies,  Middle  Granville 
J.  Wyman  Dean,  South  Hartford 

A.  E.  Falkenburg,  Whitehall 
C.  J.  Farley,  Bolton 

Fred.  G.  Fielding,  Glens  Falls 
H.  Gray,  Greenwich 
P.  Z.  Hebert,  London,  Eng. 
Robert  A.  Heenan,  Sandy  Hill 

B.  R.  Holcomb,  Whitehall 
S.  B.  Irwin,  West  Hebron 
Edward  Joslin,  Whitehall 
Charles  W.  Keefer,  Mechanicsville 
J.  Knowlson,  Poultney,  Vt. 
Charles  E.  Lambert,  Salem 


J.  Lambert,  Salem 

W.  B.  Madison,  West  Hebron 

J.  H.  Maguire,  Salem 

D.  M.  McKenzie,  Granville 

William  B.  Melick,  Fort  Edward 

J.  Millington,  East  Greenwich 

H.  C.  Monroe,  Sandy  Hill 

I.  T.  Monroe,  Granville 

G.  B.  Murray,  Greenwich 

Lewis  R.  Oatman,  Greenwich 

James  T.  Park,  Sandy  Hill 

Samuel  Pashley,  Hartford 

William  M.  Rapp,  Argyle 

W.  H.  Renois,  East  St.  Louis,  111. 

Henry  Root,  Whitehall 

Sidney  A.  Rowe,  Fort  Ann 

B.  C.  Senton,  Rutland,  Vt. 

J.  C.  Sill,  Argyle 

George  M.  Stillman,  Argyle 

AV.  A.  Tenney,  Granville 

T.  C.  Wallace,  Cambridge 

A.  M.  Young,  Salem 

Number  of  Members,  45. 
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MEDICAL  SOCIETY  OF  THE  COUNTY  OF  WAYNE. 

(Organized  July  2, 1823.) 

Meetings. — Annual,  second  Tuesday  in  July,  at  Lyons ;  semi-annual, 
second  Tuesday  in  January,  at  Newark. 

Officers. 

Kobert  S.  Carr,  President.  G.  D.  Winchell,  Vice-President. 

J.  N.  Arnold,  Secretary.  Darwin  Colvin,  Treasurer. 

Censors :  J.  N.  Arnold,  M.  A.  Veeder,  H.  L.  Chase, 

W.  J.  Coppernall,  E.  H.  Lapp. 

Delegate  to  State  Medical  Society :  J.  F.  Myers. 

Members. 

J.  N.  Arnold,  Clyde  F.  A.  Lewis,  Walworth 

G.  D.  Barrett,  Clyde  E.  H.  Lapp,  Williamson 

J.  S.  Brandt,  Ontario  J.  F.  Myers,  Sodus 

Mary  A.  Brown  ell,  Newark  M.  W.  T.  Negus,  South  Sodus 

J.  S.  Campbell,  Ontario  W.  F.  Nutten,  Newark 

M.  E.  Carmer,  Lyons  James  W.  Putnam,  Lyons 

Kobert  S.  Carr,  Williamson  K.  A.  Eeeves,  Macedon 

H.  L.  Chase,  Palmyra  W.  H.  Richardson,  Sodus 

Darwin  Colvin,  Clyde  H.  F.  Seaman,  Alton 

W.  J.  Coppernall,  Newark  A.  F.  Sheldon,  Lyons 

George  A.  Craft,  Newark  L.  H.  Smith,  Palmyra 

L.  B.  Darling,  Palmyra  Jennie  M.  Turner,  Lyons 

T.  S.  Fish,  Wolcott  M.  A.  Veeder,  Lyons 

T.  H.  Hallett,  Clyde  F.  L.  Wilson,  Sodus  Point 

W.  J.  Hennessy,  Palmyra  G.  D.  Winchell,  Rose 

D.  B.  Horton,  Red  Creek  George  D.  York,  Newark 

C.  Jennings,  Macedon  A.  A.  Young,  Newark 

N.  E.  Landon,  Newark  Number  of  Members,  35. 

Deceased:  E.  H.  Draper,  Wolcott,  July  15,  1900. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  WESTCHESTER. 

(Organized  May  8, 1797.) 

Meetings. — Annual,  third  Tuesday  in  May,  at  White  Plains;  stated, 
third  Tuesday  in  September,  November,  January,  and  March.  (Time  and 
place  of  stated  meetings  at  the  option  of  the  Society.) 

Officers. 

P.  A.  Callan,  President.  R.  T.  Irvine,  Vice-President. 

D.  M.  Orleman,  Secretary.  Robert  T.  Howe,  Treasurer. 

L.  P.  Knapp,  Curator. 

Censors:  Arch.  M.  Campbell, CAairma/i,  R.  C.  Eddy,  W.  H.  Sherman. 

Committee  on  Hygiene : 

A.  O.  Snowden,  Chairman,  Henry  Moffat,  V.  Browne. 

Committee  on  Tuberculosis  : 

H.  E.  Schmid,  Chairman,  C.  A.  Knight,  George  C.  Weiss,  W.  H.  Todd. 


WESTCHESTER. 
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Committee  on  Legislation  : 

E.  F.  Brush,  Chairman,         A.  M.  Campbell,         W.  F.  Greene. 
E.  M.  Herraance,  W.  D.  (Iranger. 


C.  W.  Buckmaster, 
C.  F.  Chapman, 
E.  F.  Duffy, 
S.  E.  Getty, 
W.  F.  Greene, 


Delegates  to  State  Medical  Society  : 

J.  F.  Hunter,  W.  N.  Miller, 

R.  T.  Howe, 

L.  P.  Knapp, 

E.  Strange  L'Esperance 

C.  S.  Mead, 


1).  M.  Orleinan, 
W.  II.  Sherman, 
A.  O.  Snowden, 
P.  C.  Snowden, 


Members. 


Oliver  S.  Austin,  Tuckahoe 

G.  B.  Balch,  Yonkers 

Lester  C.  Baldwin,  Bedford 

Garrett  N.  Banker,  Yonkers 

A.  T.  Banning,  Mt.  Vernon 

M.  W.  Barnum,  Ossining 

P.  J.  Bauerberg,  Yonkers 

E.  B.  Beaudry,  New  Rochelle 

W.  A.  Bell,  Yonkers 

A.  C.  Benedict,  Yonkers 

C.  S.  Benedict,  310  W.  102d  st,N.Y. 

James  C.  Bennett,  Yonkers 

T.  P.  Berens,  New  Rochelle 

Samuel  Bevea,  New  Rochelle 

T.  E.  Bleick,  New  Rochelle 

J.  W.  Bowden,  Yonkers 

E.  N.  Brandt,  Hastings-on-Hudson 

H.  Beattie  Brown,  Yonkers 

L.  H.  Brown,  573  E.  156th  st,  N.  Y. 

Valentine  Browne,  Yonkers 

E.  F.  Brush,  Mt.  Vernon 

W.  E.  Bullard,  Larchmont 

Clarence  W.  Buckmaster,  Yonkers 

C.  P.  Byington,  Croton 
P.  S.  Byrne,  Yonkers 
P.  A.  Callan,  Yonkers 
W.  M.  Carhart,  Peekskill 

A.  M.  Campbell,  Mt.  Vernon 
Elon  N.  Carpenter,  Mamaroneck 
W.  J.  Carpenter,  Katonah 
T.  R.  Carter,  Mt.  Vernon 

D.  L.  Casselmann,  Purdy's  Station 
Charles  F.  Chapman,  Mt.  Kisco 

J.  F.  Chapman,  Katonah 
George  B.  Clark,  Armonk 

E.  M.  Clark,  Mamaroneck 

E.  H.  Codding,  New  Rochelle 
Philander  Collard,  Ossining 
W.  S.  Coons,  Yonkers 

R.  B.  Coutant,  Tarrytown 
G.  P.  M.  Curry,  Mt.  Kisco 
Stanton  Curry,  Peekskill 
Andrew  F.  Currier,  Mt.  Vernon 
Newton  F.  Curtis,  White  Plains 

F.  W.  Dalrymple,  New  Rochelle 
H.  G.  V.  De  Hart,  White  Plains 


Wm.  J.  Dougherty,  Yonkers 
Joseph  W.  Droogan,  Westchester 
E.  F.  Duffy,  Yonkers 
Carroll  Dunham,  Irvington 
A.  B.  P^ckerson,  Mt.  Vernon 
W.  S.  Emberson,  New  Rochelle 
Robert  Condit  Eddy,  New  Rochelle 
W.  S.  Fleming,  Mt.  Vernon 
Robert  W.  Fowler,  Mt.  Vernon 
M.  H.  Foy,  Yonkers 
N.  H.  Freeland,  Tarrytown 
S.  E.  Getty,  Yonkers 
J.  T.  Gibson,  Yonkers 
Fred.  R.  Glover,  Mt.  Vernon 
Thomas  F.  Goodwin,  Mt.  Vernon 
William  D.  Granger,  Bronxville 
William  F.  Greene,  Mt.  Vernon 
Daniel  M.  Griffin,  Port  Chester 
E.  I.  Harrington,  Yonkers 
Hickson  F.  Hart,  Peekskill 
E.  M.  Hermance,  Yonkers 
P.  L.  Hitchcock,  Croton  Falls 
Adolph  Hoerr,  Mamaroneck 
Stephen  F.  Horton,  Peekskill 
Robert  T.  Howe,  Mt.  Vernon 
J.  F.  Hunter,  Mamaroneck 
Robert  T.  Irvine,  Ossining 
N.  K.  Jamal,  Yonkers 
John  H.  Jenkins,  Shrub  Oak 
Louis  Jeschnisky,  Mt.  Vernon 
David  John,  Yonkers 
George  Q.  Johnson,  Ardsley 
Le  Baron  W,  Jones,  Pleasantville 
C.  H.  Judson,  Dobbs  Ferry 
Charles  D.  Kelley,  Mt.  Vernon 
Miriam  Bitting-Keunedy,  Yonkers 
John  A.  Knapp,  Mt.  Vernon 
L.  P.  Knapp,  White  Plains 
Charles  A.  Knight,  Peekskill 
C.  C.  Knight,  Peekskill 
J.  B.  Konwenhoven,  Yonkers 
Carl  H.  Kroeber,  Yonkers 
H.  A.  Le  Barbier,  Larchmont 
Stephen  F.  Leo,  Yonkers 
Elise  Strange  L'Esperance,  49  W, 
44th  St,  N.  Y. 
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J.  J.  Lewia,  Port  Chester 

Z.  E.  Lewis,  New  Rochelle 

Frank  B.  Littlewood,  New  Rochelle 

D.  C.  Loewenstine,  Rye 

F.  R.  Lyman,  Hastings-on-Hudson 

E.  De  Mott  Lvon,  Peekskill 
Donald  T.  MacPhail,  Purdy  Station 
W.  B.  McCracken,  Yonkers 
Thomas  Manning,  New  Rochelle 
George  H.  Magness,  White  Plains 
J.  N.  Martin,  Mamaroneck 

W.  J.  McDermott,  Westchester 
C.  S.  Mead,  Port  Chester 
S.  F.  Mellen,  Poughkeepsie 
Francis   S.   Merriam   Myers,    Mt. 

Vernon 
Charles  A.  Miles,  Yonkers 
W.  N.  Miller,  Croton-on-Hudson 
W.  A.  Miner,  Ossining 
Henry  Moffat,  Yonkers 
George  S.  Mooney,  Yonkers 
Bernard  E.  Mulligan,  Yonkers 
S.  O.  Myers,  Mt.  Vernon 
Edward  S.  Newell,   739  West  End 

av,  N.  Y. 
Charles  W.  Oakes,  Williamsbridge 
Patrick  W.  O'Brien,  Peekskill 
Daisy  M.  Orleman,  Peekskill 
Carl  Osterheld,  Yonkers 
John  Parsons,  Kingsbridge 
Ralph  W.  Parsons,  Ossining 
J.  B.  Pascoe,  Ft.  Adams,  Newport, 

R.  I. 
H.  F.  Patch,  Chappaqua 
J.  D.  Patterson,  Wakefield 
John  C.  Pearson,  Mamaroneck 
George  A.  Peck,  New  Rochelle 
L.  E.  Peeler,  Harrison 
T.  D.  W.  Pinckney,  Williamsbridge 
J.  L.  Porteous,  Yonkers 
W.  H.  Pound,  Westchester 
Grace  G.  Pryor,  Mt.  Vernon 
W.  H.  Purdy,  Mt.  Vernon 


P.  H.  Pyne,  Yonkers 

Sue  Radcliff,  Yonkers 

C.  N.  Raymond,  New  Rochelle 

Charles  Rich,  Yorktown  Heights 

J,  S.  Romayne,  Mt.  Vernon 

Achilles  Rose,  336  E.  15th  st.  New 

York 
Ben.  Jerome  Sands,  Port  Chester 
Norton  J.  Sf.nds,  Port  Chester 
C.  J.  Schneider,  241  E.  48th  st.  New 

York 
W.  A.  Schoonover,  Yonkers 
H.  E.  Schmid,  White  Plains 
T.  F.  Sharkey,  Mt.  Vernon 

F.  W.  Shipman,  Mt.  Vernon 

E,  ShoUderfer,  Yorktown  Heights 
Edward  F.  Sheehan,  Ossining 
W.  H.  Sherman,  Yonkers 
Elizabeth  C.  Sleight,  Mt.  Vernon 
H.  Eugene  Smith,  Mt.  Vernon 
J.  W.  Smith,  Tuckahoe 
Alex.  O.  Snowden,  Peekskill 
Fred  A.  Snowden,  Peekskill 
Percy  C.  Snowden,  Peekskill 
Oscar  J.  Stafford,  Port  Chester 
William  H.  Stowe,  Cross  River 
A.  E.  Strong,  Mt.  Vernon 
Fred.  H.  Strong,  Yonkers 
J.  H.  Tallman,  Mt.  Vernon 
E.  B.  Tefft,  New  Rochelle 
George  E.  Thomas,  Port  Chester 
John  C.  Todd,  Tarrytown 
W.  H.  Todd,  Dobbs  Ferry 
Nathan  P.  Tyler,  New  Rochelle 
Philip  S.  Van  Patten,  Mt.  Vernon 
L.  V.  Waldron,  Yonkers 
Nathan  A.  Warren,  Yonkers 
Charles  T.  Washbern,  Pelham  Manor 

G.  C.  Weiss,  Mt.  Vernon 
W.  L.  Wells,  New  Rochelle 
C.  F.  Wolff,  Rye 

Charles  C.  Zacharie,  White  Plains 
Number  of  Members,  171. 


Deceased:  James  H.  Curry,  Shrub  Oak,  September  24,  1900,  set.  73. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  WYOMING. 
Meeting. — Annual,  second  Tuesday  in  June. 


Members. 


George  M.  Blackmore,  Pike 
F.  E.  Bliss,  Warsaw 
William  M.  Boddy,  North  Java 
S.  S.  Kennedy,  Varysburg 
Zera  J.  Lusk,  Warsaw 
W.  N.  Martin,  Cowlesville 
R.  W.  Miller,  Castile 


Samuel  S.  Miller,  Java 
George  F,  Palmer,  Warsaw 
Lucius  W.  Peck,  Arcade 
Robert  Rae,  Portageville 
S.  Chester  Smith,  Castile 
Horatio  Spencer,  Pike 

Number  of  Members,  13. 
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MEDICAL  SOCIETY  OF  THE  COUNTY  OF  YATES. 

Meetings. — Annual,  first  Tuesday  in  June ;  semi-annual,  second  Tues- 
day in  January.     Other  meetings  as  directed  by  the  Society. 


Officers. 


Chas.  j\I.  Van  Dyke,  President 
Albert  Ellison,  Secretary. 


-,  Vice-President. 


Censors:  N.  L.  Lusk, 


Byron  B.  Havens,  Treasurer. 
J.  M.  Waddell,  William  A.  Oliver. 


Delegate  to  State  Medical  Society :  Charles  M.  Van  Dyke. 


Members. 


Marquis  C.  Babcock,  Branchport 
G.  W.  Brundage,  West  Dresden 
Charles  E.  Doubleday,  Penn  Yan 
Albert  Allison,  Benton  Centre 
Cyrus  C.  Harvey,  Dundee 
Byron  B.  Havens,  Penn  Yan 
Schuyler  Lett,  Bellona 
John  M.  Maloney,  Dundee 
O.  E.  Newman,  Potter 
William  Oliver,  Penn  Yan 


William  A.  Oliver,  Penn  Yan 

A.  R.  Otis,  Dundee 

E.  M.  Scherer,  Penn  Yan 

W.  N.  Skinner,  Rushville 

Nelson  A.  Sloan,  Dresden 

E.  S.  Smith,  Dresden 

C.  M.  Van  Dyke,  Himrods 

James  M.  Waddell,  Penn  Yan 

J.  H.  Wilkin,  Rushville 

Number  of  Members,  19. 


INCORPORATED  VOLUNTARY  MEDICAL  SOCIETIES. 

(By-laws,  Chapter  1,  Section  2.) 
MEDICAL  ASSOCIATION  OF  NORTHERN  NEW  YORK. 

(Organized  1872 ;  incorporated  1889.) 

Annual  meeting,  second  Tuesday  in  October,  at  Malone. 

Officers. 

S.  C.  Brown,  President.  G.  H.  Dowsey,  Vice-President. 

R.  J.  Wilding,  Malone,  Secretary.        G.  H.  Oliver,  Treasurer. 


Trustees:  J.  Reynolds, 
D.  S.  Kellogg, 


C.  Skinner, 
T.  A.  Pease, 


J.  H.  Smith, 
G.  H.  Oliver. 


Delegate  to  State  Medical  Society :      

Number  of  Members,  111. 


ROCHESTER  PATHOLOGICAL  SOCIETY. 

(Delegate  admitted  1890.) 
Officers. 

Charles  Dean  Young,  President.  T.  Oliver  Tait  Vice-President. 

Seelye  W.  Little,  Secretary  and  Treasurer,  162  Plymouth  ave.,  Rochester. 

Delegate  to  State  Medical  Society  :  Frederick  W.  Andrew. 

Number  of  Members,  119. 
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ELMIRA  ACADEMY  OF  MEDICINE. 

(Delegate  admitted  1891.) 

Officers. 

Sherman  Voorhees,  President.  R.  R.  Chilson,  Vice-President. 

J.  C.  Fisher,  Secretary.  Hamilton  D.  Wey,  Treasurer. 

Delegate  to  State  Medical  Society :  C.  G.  R.  Jennings. 

Number  of  Members,  44. 

UTICA  MEDICAL  LIBRARY  ASSOCIATION. 

(Delegate  admitted  1891.) 

Officers. 

F.  D.  Crim,  President.  W.  Moffatt,  Vice-President. 

W.  S.  Morris,  Secretary,  Deerfield.      F.  J.  Douglass,  Treasurer. 
Angeline  Martine,  Librarian. 

Trustees :  C.  W.  Crumb,  F.  M.  Miller,  H.  C.  Palmer, 

B.  P.  Allen,     T.  Z.  Jones,     W.  H.  Brownell,     E.  D.  Fuller. 

Delegate  to  State  Medical  Society :  F.  H.  Brewer. 

Number  of  Members,  69. 

UTICA  MEDICAL  CLUB. 

(Delegate  admitted  1892.) 
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